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since the earliest days. Osler in one of his 

essays' says that “from the writings of 
Plato we may gather many details about the 
status of physicians in his time. It is very evi- 
dent that the profession was far advanced and 
had been progressively developing for a- long 
period before Hipprocrates, whom we errone- 
ously, yet with certain propriety, call the Father 
of Medicine. The little by-play between Socrates 
and Euthydemus suggests an advanced condition 
of medical literature: ‘Of course, you who have 
so many books are going in for being a doctor,’ 
says Socrates, and then he adds, ‘there are so 
many books on medicine, you know.’ As Dyer 
remarks, ‘whatever the quality of these books 
may have been, their number must have been 
great to give point to this chaff.’ ”’ 


[) since th have been associated with books 
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Bibliotherapy 


The traditional association of doctors and books 
has several different aspects of varying signifi- 
cance. Certainly the most important concerns 
writings on the art and science of medicine itself, 
that is, medicine as literature. This I wish to 
make the chief burden of my song this evening. 
But each of the other aspects of the association 
deserves at least brief mention and might, if we 
had time, be expanded into a volume of its own. 
Take bibliotherapy, for example, that is, litera- 
ture as medicine, a fascinating subject and worthy 
of much thought. It is not so simple as it seems 
at first. It is all very well to name off a list of 
books (prose or poetry) that should interest and 
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educate a healthy person with average or more 
than average intelligence—a kind of five foot shelf 
of classics. In fact I named a score or more. my- 
self in a paper on Doctors and Books? published 
a year ago, though I did only just manage be- 
latedly to think of the Scriptures themselves, 
squeezing them in by a footnote. I might en- 
tertain myself, and you too, by quoting at 
length au Copey from Shakespeare (“Julius 
Caesar” would be one of the most entertaining 
of the plays at the moment because of its applica- 
bility to modern as well as to ancient Rome and 
because of its wealth of common quotations). Or 
I might quote some of the native Arab and Eng- 
lish wit and philosophy from the biblical “Seven 
Pillars of Wisdom” by Lawrence, or I might read 
a psalm, or an essay of Emerson, or some stanzas 
from Benet’s “John Brown’s Body,” or a poem 
from Shelley. But I shall spare you and simply 
say that such reading is fine for the well person 
and for many a convalescent, but a sick man or 
a tired one may really be much better off not 
reading at all or even being read to, or he may 
prefer and be helped more by music, or if he 
does read or listen, he may not be up to more 
than a humorous yarn, a light short story, or a 
detective’s adventures that are not too compli- 
cated. This kind of literary diet is all that many 
robust persons at their best can take and it would 
be a rare philosopher indeed who in a weakened 
state from illness could stomach a serious or im- 
portant literary production. It is our opportu- 
nity, however, to direct the interest of real con- 
valescents to good books, which may help them 
to taste of the rich old vintage of bygone literary 
days and to cultivate it thereafter. Even if only 
two or three in a hundred take to such a menu 
it is worth while—our efforts have not been 
wasted. And moreover a little leaven sometimes 
leaveneth the lump. 


A few classics would be included in almost 
every doctor’s list for his convalescent patients. 
Osler* named for the bedside library of the med- 
ical student ten works: the Bible, Shakespeare, 
Montaigne, Plutarch’s Lives, Marcus Aurelius, 
Epictetus, Religio Medici, Don Quixote, Emer- 
son, and Oliver Wendell Holmes’ Breakfast Table 
Series. This is indeed an admirable selection but 
a somewhat heavy diet, even for the healthy man. 


Gerald Webb’ has written entertainingly on 
bibliotherapy but there is so much individual va- 
riation in the proper prescriptions of books that 


“White, P. D.: Doctors and Books. New England Jour. Med. 
1938, 218:338. 

8Osler, William. Aequanimitas. With other Addresses to 
Medical Students, Nurses and Practitioners of Medicine. P. 
Blakiston’s Son and Co., Philadelphia, 1905, p. 389. 

‘Webb, Gerald B. The Prescription of Literature. Trans. 
Assoc. Am. Phys., 1930, 45:13. 
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one can do little more than to recommend his 
paper and to realize the truth of some remarks 
by Isobel Collins of the Warren Library for pa- 
tients at the Massachusetts General Hospital in 
a lecture on bibliotherapy: “There are books 
which as literature would be inferior and yet as 
therapeutic agents might be of great value. Choos- 
ing the right book for a patient is not always an 
easy task. . . . Patients want all kinds of books 
because they come from all walks in life. An 
effective library service must meet the needs of 
all including the illiterate and the most highly 
educated.” 


Popular Books About Doctors 


A second aspect of the subject concerns the 
popular works about medical things and physi- 
cians by either lay or professional authors. Of 
late there has been a deluge of such books, even 
of ephemeral best sellers, beyond the saturation 
point; every Tom, Dick, and Harry is writing 
about his old experiences in medicine or his new 
ones or about the adventures of some doctor 
friend or enemy. I suppose that for the compila- 
tion of the medical history of the times such 
writings may serve a purpose, but either as lit- 
erary gems or as scientific accounts they fall by 
the wayside, often filled as they are with tiresome 
anecdotes, idle commonplaces, and egotistical con- 
ceits. There are to be sure exceptions which in- 
clude a few of the biographies, only very rarely 
any autobiography. Cushing’s Life of Osler is 
one of these exceptions. The biographies of two 
other leading workers, on the edge of the med- 
ical field, should also be mentioned here, namely, 
those of Louis Pasteur and of Marie Curie. 


Medical History 


Historical accounts of the medicine of our day 
and of the past are in a class by themselves. 
Fundamentally valuable are the volumes of Gar- 
rison and Neuburger, and I understand that Sig- 
erist is at work on a several volume treatise on 
medical history. The Boston Medical History 
Club has organized, incidentally, during the past 
two years interesting surveys of the development 
of our knowledge of the individual organs or sys- 
tems in the human body and their diseases, which 
we hope some day to publish. Various writers 
have compiled valuable authoritative accounts of 
medical practice in certain parts of the world, 
or of institutions, or of research, or of public 
health. Each one of the hospitals of this asso- 
ciation should doubtless have such a history in 
preparation if not already effected; it is a valu- 
able record on which to build the future. It is 
not essential, although a delight, for such histories 


HOSPITALS 





ks 


ly 








to have literary merit, or humor, as well as ac- 
curacy. They are then of course much more likely 
to be read—which is certainly one of the chief 
aims of any book. 


Still another aspect of medicine and literature 
concerns the occasional accident of a physician 
who becomes a star in the literary firmament, 
who like Holmes, or Rabelais, Goldsmith, or 
Thomas Browne, contributes more to the litera- 
ture of his age than he does to the medicine. We 
cannot do much about this except to try to per- 
suade such literary geniuses in the future to stick 
to their lasts, as Osler did, in order to raise the 
level of medical literature per se. 


Masterpieces of Medical Writing 


Let us turn now to medicine as literature and 
take a swift glance at some of the masterpieces of 
medical writing. Many I shall not have time even 
to mention, but those which I shall discuss bring 
up certain points of special interest or importance. 


If we go back to the very earliest medical writ- 
ings that are extant, the papyri of Egypt, we find 
very little of literary value in them, although the 
Edwin Smith surgical papyrus, only recently 
translated, is scientifically quite up to date; per- 
haps there were greater works that have been 
lost. In Greek days there begin to be more in- 
teresting allusions to doctors and medicine. 


Homer’s Reference to Doctors and Medicine 


Homer, himself, in the eleventh book of the 
Iliad, quotes Idomeneus of Crete as follows in his 
comments about the wounding of Machaon by 
Paris at Troy: 


“Glory of Greece, old Neleus’ valiant son! 
Ascend thy chariot, haste with speed away, 
And great Machaon to the ships convey; 

A wise physician skill’ed our wounds to heal, 
Is more than armies to the public weal.” 


And Eurypylus to Patroclus, after this had 
been done: ‘ 


“But, thou, Patroclus; act a friendly part, 
Lead to my ships, and draw this deadly dart; 
With lukewarm water wash the gore away; 
With healing balms the raging smart allay, 
Such as sage Chiron, sire of pharmacy, 

Once taught Achilles, and Achilles thee. 

Of two famed surgeons, Podalirius stands 

This hour surrounded by the Trojan bands; 

And great Machaon, wounded in his tent, 

Now wants that succour which so oft he lent.” 
—Pope’s translation. 


In the Odyessey in Book IV Homer tells of 
Helen’s dosing Telemachus with a soothing potion 


from Egypt. 
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“Tempered with drugs of sovereign use, to assuage 
The boiling bosom of tumultuous rage; 
To clear the cloudy front of wrinkled Care, 
And dry the tearful sluices of Despair... 


“These drugs, so friendly to the joys of life, 
Bright Helen learn’d from Thone’s imperial wife 
Who sway’d the sceptre, where prolific Nile 
With various simples clothes the fatten’d soil.” 

—Pope’s translation. 


Plato 


The introduction of “modern” medicine is 
humorously described by Plato in the Dialogues 
(Plato lived from 428 to 348 B.C.)!: 


“Well, I said, and to require the help of medi- 
cine, not when a wound has to be cured, or on 
occasion of an epidemic, but just because by in- 
dolence and a habit of life such as we have been 
describing, men fill themselves with waters and 
winds, as if their bodies were a marsh, compelling 
the ingenious sons of Asklepios to find more 
names for diseases, such as flatulence and catarrh; 
is not this, too, a disgrace? 


“Yes, he said, they do certainly give very 
strange and new-fangled names to diseases. 


“Yes, I said, and I do not believe there were 
any such diseases in the days of Asklepios; and 
this I infer from the circumstance that the hero 
Eurypylus, after he has been wounded in Homer, 
drinks a posset of Pramnian wine well besprinkled 
with barley-meal and grated cheese, which are 
certainly inflammatory, and yet the sons of Ask- 
lepios who were at the Trojan war do not blame 
the damsel who gives him the drink, or rebuke 
Patroclus, who is treating his case. 


“Well, he said, that was surely an extraordi- 
nary drink to be given to a person in his con- 
dition. 





Dr. Paul D. White Showing Rare Volumes to Interested 
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Dr. Paul D. White with Some Medical Classics from His 
Collection 


“Not so extraordinary, I replied, if you bear 
in mind that in former days, as is commonly said, 
before the time of Herodicus, the guild of Askle- 
pios did not practice our present system of med- 
icine, which may be said to educate diseases. But 
Herodicus, being a trainer, and himself of a sickly 
constitution, by a combination of training and 
doctoring found out a way of torturing first and 
chiefly himself, and secondly the rest of the world. 


“How was that? he said. 


“By the invention of lingering death; for he 
had a mortal disease which he perpetually tended, 
and as recovery was out of the question, he passed 
his entire life as a valetudinarian; he could do 
nothing but attend upon himself, and he was in 
constant torment whenever he departed in any- 
thing from his usual regimen, and so dying hard, 
by the help of science he struggled on to old age. 


“A rare reward of his skill.” (Plato) 


“Asklepios did not instruct his descendants in 
valetudinarian arts because in well-ordered states 
individuals with occupations had no time to be 
ill. If a carpenter falls sick, he asks the doctor 
for a rough and ready cure—an emetic, or a 
purge, or a cautery, or the knife—these are his 
remedies. Should any one prescribe for him a 
course of dietetics and tell him to swathe and 
swaddle his head, and all that sort of thing, he 
says, ‘he sees no good in a life spent in nursing 
his disease to the neglect of his customary em- 
ployment; and therefore bidding good-bye to this 
sort of physician, he resumes his ordinary habits, 
and either gets well and lives and does his busi- 
ness, or if his constitution fails, he dies and has 
no more trouble.’” (Osler) 


That old Asklepian practice certainly represents 
one extreme of medical care, or perhaps better 
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called lack of care, but I rather suspect, in fact 
I am quite sure, that the new medicine that Plato 
ridicules and which is current in our own day 
represents the opposite extreme, probably equally 
pernicious. We have become soft and careless in 
acquiring many of the ills of mankind, except 
for infections upon which we have concentrated 
largely to the exclusion of other disease preven- 
tion, and once we have acquired these ills we are 
prone to yield to them and to live lives of appre- 
hension and invalidism. There must be a happy 
mean. 


It is almost certain that our forbears practiced 
far better than we various rules of health that 
tend to delay or to prevent the so-called degenera- 
tive diseases of middle age, though vast numbers 
did succumb at early ages to the infections which 
we can now prevent. I want you to listen in 
a few minutes to some of the medical advice of 
ancient and medieval physicians before germs 
were even though of, and observe how little we 
follow those wise directions today. 


Aristophanes 


But before leaving Greece I do wish to quote 
briefly from Aristophanes’ Plutus, illustrating the 
humorous views of some of the art of healing be- 
fore the time of Christ—if we were to read the 
word “hospital” in the place of “temple” and “doc- 
tor” for “priest” we might have almost a modern 
hospital ward the butt of the satire: 


“Carion. Then to the precincts of the God we went 
There on the altar honey-cakes and bake- 
meats 
Were offered, food for the Hephaestian 
flame. 
There laid we Wealth as custom bids; and we 
Each for himself stitched up a pallet near. 


“Wife. Were there no others waiting to be healed? 


“Carion. Neocleides was, for one; the purblind man, 

Who in his thefts outshoots the keenest- 

eyed. 

And many others, sick with every form 

Of ailment. Soon the Temple servitor 

Put out the lights, and bade us fall asleep, 

Nor stir, nor speak, whatever noise we 
heard. 

So down we lay in orderly repose. 

And I could catch no slumber, not one 
wink.... 

Whilst he (the priest, representing the God 
of Medicine) went round, with calm and 
quiet tread, 

To every patient, scanning each disease. 

Then by his side a servant placed a stone 

Pestle and mortar; and a medicine chest... . 

First he set himself to mix a plaster 

For Neocleides, throwing in three cloves 

Of Tenian garlic; and with these he mingled 
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Verjuice and squills; and brayed them up 
together 

Then drenched the mass with Sphettian 
vinegar, 

And turning up the eyelids of the man 

Plastered their inner sides, to make the 
smart 

More painful. Up he springs with yells and 
roars 

In act to flee; then laughed the God, and 
said, 

Nay, sit thou there, beplastered; I’ll restrain 
thee, 

Thou reckless swearer, from the Assembly 
now. 


“Wife. O What a clever, patriotic God!” 


Aulus Cornelius Celsus 


Let me pass on now to the Christian era and 
read you a few pertinent passages from one of 
the great writers in Rome, Aulus Cornelius 
Celsus, who “did for science what Cicero did for 
philosophy.” He introduced his treatise on medi- 
cine as follows: 


“Just as agriculture promises nourishment to 
healthy bodies, so does the Art of Medicine 
promise health to the sick. Nowhere is this Art 
wanting, for the most uncivilized nations have 
had knowledge of herbs, and other things to hand 
for the aiding of wounds and diseases. This Art, 
however, has been cultivated among the Greeks 
much more than in other nations— not, however, 
even among them from their first beginnings, 
but only for a few generations before ours. Hence 
Aesculapius is celebrated as the most ancient au- 
thority, and because he cultivated this science, 
as yet rude and vulgar, with a little more than 
common refinement, he was numbered among the 
gods. After him his two sons, Podalirius and 
Machaon, who followed Agamemnon as leader to 
the Trojan War, gave no inconsiderable help to 
their comrades. Homer stated, however, not that 
they gave any aid in the pestilence or in the vari- 
ous sorts of diseases, but only that they relieved 
wounds by the knife and by medicaments. Hence 
it appears that by them those parts only of the 
Art were attempted, and that they were the 
oldest.” 


“From the same authority, indeed, it can be 
learnt that diseases were then ascribed to the 
anger of the immortal gods, and from them help 
used to be sought; and it is probable that with 
no aids against bad health, none the less health 
was generally good because of good habits, which 
neither indolence nor luxury had vitiated: since 
it is these two which have afflicted the bodies of 
men, first in Greece, and later amongst us; and 
hence this complex Art of Medicine, not needed in 
former times, nor among other nations even now, 


May, 1939 


scarcely protracts the lives of a few of us to the 
verge of old age. 


“Therefore even after these I have mentioned, 
no distinguished men practised the Art of Medi- 
cine until literary studies began to be pursued 
with more attention, which more than anything 
else are a necessity for the spirit, but at the same 
time are bad for the body. Af first the science 
of healing was held to be part of philosophy, so 
that the curing of diseases and the contemplation 
of the nature of things came in through the same 
authorities; clearly because it was needed espe- 
cially by those whose bodily strength had become 
weakened by quiet thinking and watching by 
night. Hence we find that many who professed 
philosophy became expert in medicine, the most 
celebrated being Pythagoras, Empedocles and 
Democritus. But it was, as some believe, a pupil 
of the last, Hippocrates of Cos, a man first and 
foremost worthy to be remembered, notable both 
for professional skill and for eloquence, who sep- 
arated this branch of learning from the study of 
philosophy.” 


And now listen to a few of his wise precepts: 


“1 A man in health, who is both vigorous and 
his own master, should be under no obligatory 
rules, and have no need, either for a medical at- 
tendant, or for a rubber and anointer. His kind 
of life should afford him variety; he should be 
now in the country, now in town, and more often 
about the farm; he should sail, hunt, rest some- 
times, but more often take exercise; for whilst 
inaction weakens the body, work strengthens it; 
the former brings on premature old age, the lat- 
ter prolongs youth. 


“It is well also at times to go to the bath, at 
times to make use of cold waters; to undergo 
sometimes inunction, sometimes to neglect that 
same; to avoid no kind of food in common use; 
to attend at times a banquet, at times to hold 
aloof; to eat more than sufficient at one time, at 
another no more; to take food twice rather than 
once a day, and always as much as one wants, 
provided one digest it.” 


In Book V Celsus speaks of medicines them- 
selves: 


“IT have spoken of those maladies of the 
body in which the regulation of the diet is 
most helpful: now I pass on to that part of medi- 
cine which combats them rather by medicaments. 
These were held of high value by ancient writers, 
both by Erasistratus and those who styled them- 
selves Empirics, especially, however, by Hero- 
philus and his school, insomuch that they treated 
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no kind of disease without them. A great deal 
has also been recorded concerning the powers of 
medicaments, as in the works of Zeno or of An- 
dreas or of Appollonius, surnamed Mys. On the 
other hand, Asclepiades dispensed with the use of 
these for the most part, not without reason; and 
since nearly all medicaments harm the stomach 
and contain bad juices, he transferred all his 
treatment rather to the management of the actual 
diet. But while in most diseases that is the more 
useful method, yet very many illnesses attack our 
bodies which cannot be cured without medica- 
ments. This, before all things, it is well to recog- 
nize, that all branches of medicine are so con- 
nected together, that it is impossible to separate 
off any one part completely, but each gets name 
from the treatment which it uses most. There- 
fore, both that which treats by dieting has re- 
course at times to medicaments, and that which 
combats disease mainly by medicaments ought 
also to regulate diet, which produces a good deal 
of effect in all maladies of the body.” 


Finally, in Book VII Celsus writes on surgery: 


“The third part of the Art of Medicine is that 
which cures by the hand, as I have already said, 
and indeed it is common knowledge. It does not 
omit medicaments and regulated diets, but does 
most by hand. The effects of this treatment are 
more obvious than any other kind; inasmuch as 
in diseases since luck helps much, and the same 
things are often salutary, often of no use at all, 
it may be doubted whether recovery has been due 
to medicine or a sound body or good luck. Be- 
sides, in cases where we depend chiefly upon 
medicaments, although an improvement is clear 
enough, yet it is often clear that recovery is 
sought in vain with them and gained without 
them; this can be seen for instance in treating 
the eyes, which after being worried by doctors 
for a long time sometimes get well without them. 
But in that part of medicine which cures by hand, 
it is obvious that all improvement comes chiefly 
from this, even if it be assisted somewhat in other 
ways. This branch, although very ancient, was 
more practised by Hippocrates, the father of all 
medical art, than by his forerunners. Later it 
was separated from the rest of medicine, and be- 
gan to have its own professors; in Egypt it grew 
especially by the influence of Philoxenus, who 
wrote a careful and comprehensive work on it in 
several volumes.” ... 


“Now a surgeon should be youthful or at any 
rate nearer youth than age; with a strong and 
steady hand which never trembles, and ready to 
use the left hand as well as the right; with vision 
sharp and clear, and spirit undaunted; filled with 


22 


pity, so that he wishes to cure his patient, yet is 
not moved by his cries, to go too fast, or cut less 
than is necessary; but he does everything just 
as if the cries of pain cause him no emotion.” 


Medical Literature in the Renaissance 


Let us skip now a thousand years—the Dark 
Ages—and see what was taught at the first medi- 
cal school in Europe, at Salerno. The most sig- 
nificant work of that day was the famous Regimen 
of Health composed by the faculty of Salerno. I 
have the first English translation published at 
the request of King Henry the Eighth in 1541. 
On page 1 we read that— 


“the autor in the begynnyng of the boke 
techeth VIII general doctrines the whiche 
hereafter he specified and also declared at 
length. The first doctrine is that he that 
desireth helth of body must eschew and 
avoyde great charges thought and care... . 


The second doctrine is to eschew anger... . 
The thyrde doctryne is to eat and drynke 
sobrely. . . . The iiii doctrine is to make a 
lyght souper. ... The V. doctrine is to walke 
after meate.” 


Close companions to this little book in point of 
time and supplementary to it in covering the field 
of medicine are two large volumes, that you may 
see here, published respectively one year later in 
1542 and two years later in 1543. 


Fuchs 


Fuchs’s great Herbal (1542) is important not 
only because it described, pictured, and evaluated 
the drugs in use at the time, but because it intro- 
duced some new medicinal plants, the most im- 
portant of which was the Foxglove to which he 
actually gave the name Digitalis as the Latin 
translation of the German word Fingerhut then 
in common use for this plant that grows wild in 
Germany. The two varieties purpurea and lutea 
are both represented in full page wood cuts, and 
added at the end of the volume as an appendix 
or afterthought (pages 892 and 893). The bene- 
ficial effects of foxglove on the circulation were 
not then known—it was used largely as an emetic 
and a purge. 


Incidentally it is of interest that my volume 
must have belonged at an early date to the church 
in Italy or to a devout Catholic for the name of 
the author, who was a Lutheran, was everywhere 
scored out with heavy red ink (expurgated as it 
were) and the author damned on the title page— 
the book itself was too valuable to destroy. 


History repeats itself. I have with me now, 
until he can find a proper clinic of his own, a 
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leader in Italian medicine, a refugee because of 
Jewish ancestry, even though he himself was 
born and has always lived in Italy. He published 
in January an authoritative volume on heart dis- 
ease, but because of the new Italian anti-Semitic 
laws, it had to be predated June, 1938, a fact that 
some day will be of historical interest too. His 
book likewise is too valuable to destroy or pro- 
hibit, and thus, by a trick, can be used in Italy, 
whence he is banished. 


Vesalius 


In 1543 there appeared out of the blue the mag- 
nificent anatomical work of Vesalius. I have an 
excellent first edition. At the age of 28 Andreas 
Vesal not only made some beautiful dissections of 
the human body but obtained still more beautiful 
wood cuts by the help of an artist friend, van 
Calcar, a pupil of Titian in Venice, near Padua 
where Vesal was at work. Practically from noth- 
ing at all as a forerunner in the book world, this 
volume stands out as the masterpiece in book- 
making, I believe, in all medical history. Though 
not so vital in the presentation of new knowledge 
and not so well written as Harvey’s treatise a cen- 
tury later, as a book it far surpassed Harvey’s. 
Accuracy and art are combined in no other medi- 
cal work as they are in this one. It puts our 
modern books to shame. Look at the beautiful 
binding, the clean, white paper 400 years old, the 
clear artistic woodcuts, the folding plates, the in- 
triguing capitals, the excellent type, and the ac- 
curate drawings and descriptions: a masterpiece 
indeed which only Leonardo da Vinci might have 
equalled had he had the time to do so the century 
before. 


Harvey 


The next great work is Harvey’s, not in book- 
making (it was very insignificant in that re- 
spect), but as the greatest contribution to medi- 
cal knoweldge of all time—the discovery of the 
circulation of the blood. There are four signifi- 
cant points otherwise in this book of Harvey’s: 
its brevity, its clarity, its literary merit, and its 
postponement for years until the author believed 
that he had ascertained all the possible facts and 
that the time was ripe. Nowadays such a dis- 
covery would probably have been published in a 
verbose, precipitate, half-completed monograph as 
a preliminary report. I suppose, however, that 
the difficulties of publication in olden days had 
their beneficial as well as their harmful retarding 
effects on medical literature. It may not always 
have been the desire of the medical writer to be 
so slow in publishing his findings or thoughts. 
Before we leave this point I would like to call 
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attention to the fact that Lancisi’s most impor- 
tant medical treatise De Aneurysmatibus was 
published eight years after his death and that 
Morgagni was 79 years old before he gave the 
world his great masterpiece, De Sedibus et Causis 
Morborum. Happily he lived for still another 
ten years. 


To illustrate Harvey’s happy style I shall read 
you Chapter I of his De Motu Cordis (1628). It 
is brief. 


“The Author’s Motives for Writing. 


‘When I first gave my mind to vivisections, 
as a means of discovering the movements and 
uses of the heart, and sought to discover 
these from actual inspection and not from the 
writings of others, I found the task so truly 
arduous, so full of disfficulties, that I was 
almost tempted to think, with Fracastorius, 
that the movement of the heart was only to 
be comprehended by God. For I could neither 
rightly perceive at first when the systole and 
when the diastole took place, nor when and 
where dilatation and contraction occurred, 
by reason of the rapidity of the movement, 
which in many animals is accomplished in the 
twinkling of an eye, coming and going like 
a flash of lightning; so that the systole pre- 
sented itself to me now from this point, now 
from that; the diastole the same, and then 
everything was reversed, the movements oc- 
curring, as it seemed variously and confus- 
edly together. My mind was therefore greatly 
unsettled, nor did I know what I should my- 
self conclude, nor what believe from others. 
I was not surprised that Andreas Laurentius 
should have written that the movement of 
the heart was as perplexing as the flux and 
reflux of Euripus had appeared to Aristotle. 
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“At length, and by using greater and daily 
diligence and investigation, making frequent 


inspection of many and various animals, and 


collating numerous observations, I thought 
that I had attained to the truth, that I should 
extricate myself and escape from this laby- 
rinth, and that I had discovered what I so 
much desired, both the movement and the 
use of the heart and arteries. From that 
time I have not hesitated to expose my views 
upon these subjects, not only in private to 
my friends but also in public, in my anatomi- 
cal lectures, after the manner of the Academy 
of old. 


“These views, as usual, pleased some more, 
others less; some chided and caluminated me, 
and laid it to me as a crime that I had dared 
to depart from the precepts and opinion of 
all Anatomists; others desired further expla- 
nations of the novelties, which they said were 
both worthy of consideration, and might, per- 
chance, be found of signal use. At length, 
yielding to the requests of my friends, that 
all might be made participators in my la- 
bours, and partly moved by the envy of 
others, who, receiving my views with uncan- 
did minds and understanding them indiffer- 
ently, have essayed to traduce me publicly, I 
have been moved to commit these things to 
the press, in order that all may be enabled 
to form an opinion both of me and my la- 
bours. This step I take all the more will- 
ingly, seeing that Hieronymus Fabricius of 
Aquapendente, although he has accurately 
and learnedly delineated almost everyone of 
the several parts of animals in a special 
work, has left the heart alone untouched. 
Finally, if any use or benefit to this depart- 
ment of the republic of letters should accrue 
from my labours, it will, perhaps, be allowed 
that I have not lived idly, and, as the old man 
in the comedy says: 


For never yet hath anyone attained 

To such perfection, but that time, and place, 

And use, have brought addition to his knowledge; 
Or made correction, or admonished him, 

That he was ignorant of much which he 

Had thought he knew; or led him to reject 

What he had once esteemed of highest price. 


So will it, perchance, be found with refer- 
ence to the heart at this time; or others, at 
least, starting hence, with the way pointed 
out to them, advancing under the guidance of 
a happier genius, may make occasion to pro- 
ceed more fortunately and to inquire more 
accurately.” 


Lower and Mayow 


Two little books of great importance appeared 
some forty years after Harvey, also by English- 
men and between them establishing the vital role 
that oxygen plays in the circulation. They are 
handsomely printed volumes, by Lower—The 
Tractatus de Corde, and by Mayow—The Trac- 
tatus Quinque, which by the way includes a very 
early essay on rickets. 


Bonetus 


Also at the end of the seventeenth century there 
was printed the first great collection of case his- 
tories with autopsies by Bonetus in France in 
1679—the foundation on which nearly one hun- 
dred years later the great Morgagni erected the 
first floor of the new discipline of pathology. I 
have here the first of the two large tomes of 
Bonetus antedating our modern case teaching by 
symptoms, sometimes thought original, by over 
two hundred years. 


Lancisi 


The turn of the century comes and there ap- 
pear in Rome two great men for the furtherance 
of medical and other scientific literature, Pope 
Clement the Eleventh and his physician Lancisi, 
after whom the library has been named. Con- 
cise, well written, original, well printed, and well 
bound, a few of Lancisi’s works are here for you 
to see, including one on fungi as well as those on 
sudden death, on epidemics of rheumatism, and 
on heart disease. 


Vieussens 


A great French physician wrote also at the 
beginning of the century important original 
works in medicine which have literary merit. 
Vieussens of Montpelier explained beautifully the 
lesion and the effect of mitral stenosis, better in 
fact than most physicians know it today. He 
wrote a whole book on the fluids of the body, a 
precursor of medical chemistry. 


Three Other Eighteenth Century Classics 


I shall not tire you with many more authors 
or books but I would like to speak of three others 
—1l) Withering’s classic on the foxglove, brief, 
clear, well written, and full of information, pub- 
lished in 1785, only after ten years of careful 
study—a millennium for the modern researcher— 
and the first volumes of the new and important 
medical periodicals, namely 2) the Medical Trans- 
actions of the College of Physicians of London 
(the first volume appearing in 1768, the second 
in 1772, and the third in 1785) full of the writ- 
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ings of the great English physician Heberden, the 
man who discovered angina pectoris, and 3) the 
New England Journal of Medicine and Surgery, 
Volume 1, published in 1812 and containing as 
the first two articles Remarks on Angina Pec- 
toris by John Warren and Some Remarks on The 
Morbid Effects of Dentition by James Jackson. 


Conclusion 


What is the point of all this harping of mine 
on the medical literature of bygone days? Have 
we not great medical leaders today? And are 
there not vast numbers of medical books and pe- 
riodicals pouring forth from the presses all over 
the world? True, but in the rush and excitement 
and thrill of the crowded days of the present with 
their wealth of new and important knowledge 
there has been a neglect of fine book making, of 
the cultivation of good writing, and of concise, 
clear, and interesting literary style, which in rare 
cases may be a happy possession of some persons 
in early life but which needs careful development 
in the case of the vast majority of mankind. 


It is a pity, as I said in my former paper on 
Doctors and Books, “‘that this golden age of medi- 
cine does not coincide with the golden age of 
literature,” for “many important facts and ideas 
may be buried or at least in part concealed, by 


_ — 


verbose or clumsy or otherwise inferior writing.” 
One way to help is to have available, for example, 
in our hospital libraries, a few at least of the 
great masterpieces of former days as well as of 
the present time (there are not many in any life- 
time), exposed to view to stimulate the medical 
writers of today to produce works of lasting value. 


“Men were not all cowards before Agamemnon,” 
remarked Oliver Wendell Holmes, “or all fools 
before the days of Virchow and Billroth.” “It 
does please me to read the first descriptions of 
parts to which the names of their discoverers or 
those who have first described them have become 
so joined that not even modern science can part 
them; to listen to the talk of my old volume as 
Willis describes his circle and Fallopius his aque- 
duct. . . . We need in this country not only the 
scholar but the virtwoso, who hoards the treasures 
which he loves.” 


Osler said, “I should like to see in each library 
a select company of the Immortals set apart for 
special adoration.” 


And Lowell, “’Tis man’s worst deed 
To let the things that have been run to 
waste 
And in the unmeaning Present sink the 
Past.” 





The National Health Program 


In an able and forceful editorial, The Reverend 
Alphonse M. Schwitalla, S.J., President of the 
Catholic Hospital Association, has analyzed the 
provision of Senator Wagner’s Bill, known as 
S.1620 and cited as the National Health Act of 
1939, now under consideration in Congress. 


In his editorial The Reverend Father Schwitalla 
said: 

“To those who have taken seriously President 
Roosevelt’s address on the ‘Mobilization of Human 
Needs’ as an interpretation of the Administra- 
tion’s attitude towards the voluntary private 
agencies and to those furthermore who are im- 
pressed by the interest manifested in the view- 
points of the three National Hospital Associations 
on the part of Miss Josephine Roche and the 
members of the Interdepartmental Committee and 
its Technical Committee, Senator Wagner’s Bill 
cannot but appear as a cruel disillusionment. 


“Nowhere in the Bill can evidence be detected 
of an awareness on the part of those who drafted 
the document of the historical relationships be- 
tween the voluntary and the governmental agen- 
cies. Nowhere is there a hint of a recognition of 
the enormous services rendered by the private 
agencies in the care of the National Health. 


May, 1939 


Nowhere is mention made of the services of any 
except tax-supported institutions in furthering 
the progress of medicine and its allied professions, 
of promoting social awareness with reference to 
the problems of health and illness, of contributing 
to National Betterment through the ideals and 
the programs of the private agencies. 


“The control of all this through Government is 
the dominant note which rings ponderously and 
to some of us threateningly, through the entire 
document. The persuasive whisperings of Chris- 
tian Charity as a motivation and an inspiration 
in the care of the sick is drowned in the deafening 
clang of coin which thunders in multi-million 
volume through the forty odd sections of the new 
Act. 


“Even when one attempts to glory peaceably 
and with self-possession in the gigantic magni- 


-tudes of American achievement and sees in the 


new document only another symptom of American 
psychology which is so prone to worship the huge 
and the colossal, one can scarcely restrain almost 
a tearful regret that no softer note has been 
struck which would emphasize the refinements 
and delicacy which are associated with the per- 
sonal note of services to the well and to the sick.” 
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This Growing Health Program—From the 
Viewpoint of Racial Welfare 


HARVEY AGNEW, M.D., F.A.C.H.A. 


LL too often our approach to any social 
A issue is so focused on the welfare of the 

individual, or on that of certain groups in 
society, that we fail to give adequate considera: 
tion to the welfare of the nation as a whole. This 
applies to health as well as to other phases of our 
existence. Therefore, in discussing This Grow- 
ing Health Program—From the Viewpoint of 
Racial Welfare, I shall confine myself to the 
broad application of our present day knowledge 
and modern social concept of responsibility to the 
improvement of the race as a whole. My ap- 
proach will be that of the biologist, of the an- 
thropologist, rather than that of the economist. 


Our concept of what constitutes adequate health 
provision for the people has undergone an amaz- 
ing transformation in the past few years. For 
instance, Canada is but threescore and twelve 
years old, yet “health” is not even mentioned in 
its Constitution. Preventive medicine is a com- 
paratively modern viewpoint. 


Organized society is assuming greater respon- 
sibility for the health care and general welfare of 
the people than ever before. New demands are 
constantly rising and sooner or later are being 
met. Relief is an example of this. Never in his- 
tory have the poor and the unemployed been 
cared for so well as they are at the present 
time. Standards are steadily rising. What we 
consider to be a decent minimum standard of liv- 
ing for the poor is away and beyond what the 
forebears of most of us were privileged to enjoy. 


Both state and voluntary effort is much more 
efficiently organized than ever before. Coopera- 
tion is developing, administration expense is pro- 
portionately lower, as in Community Chest work, 
and the coverage is gradually becoming more ex- 
tensive. 


Social Experimentation 


Social experimental work is being done in many 
countries, both here and elsewhere. The United 
States has its C.C.C. In England, one of the most 
valuable local experiments of another type is the 
Pioneer Health Centre at Peckham, in South Lon- 
don. This is both a medical and a social experi- 
ment, an entire urban community of 500 families 
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in all its activities being put under the micro- 
scope with most interesting results. Not only are 
the medical state and the health habits of the 
working class members being studied, but their 
social and recreational habits and their psycholog- 
ical reactions are being closely followed. 


Much has already been accomplished. Many 
diseases, endemic and epidemic, have been con- 
quered or at least controlled. The average span 
of life has been lengthened some 18 years during 
the past century. Diagnoses are being made with 
the aid of our present day knowledge and equip- 
ment, which would not have been dreamed of a 
few short years ago. Miracles are being per- 
formed every day in hundreds of hospitals. We 
can indeed be proud of what has been accom- 
plished. 


Much Still to Be Done 


But much still remains to be done. The health 
of the people—physical and mental—is still far 
from satisfactory. Perhaps this was brought 
home with most striking force during the Great 
War. It was a great shock to find that, in the 
United States Army in the healthiest age group, 
21 to 31, there were 28 per cent rejections for 
active service, while in the United States Navy 
the rejections soared to 62 per cent. In Great 
Britain the rejection rate for the age groups be- 
tween 18 and 42 was 64 per cent. An analysis 
there showed that of every 9 men of military age, 
3 were quite fit and healthy, 2 were on a definitely 
infirm plane of health and strength, 3 were in- 
capable of more than a very moderate degree of 
physical exertion and 1 was a chronic invalid with 
a precarious hold on life. In 1935 the Army re- 
jections here were 62 per cent. 


In a large series of periodic health examina- 
tions of apparently healthy adults made by the 
Canadian Medical Institute, 88.6 per cent were 
found to have some physical defect. Various 
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studies of school children have revealed defects of 
varying severity in from 65 to 95 per cent of the 
children. 


As for mental disease, the United States has 
450,000 beds for mental cases, and Dr. C. M. 
Hincks, director of the National Committee for 
Mental Hygiene, has stated that an additional 
130,000 are needed. At any time 1 to 2 per cent of 
our people are incapacitated by mental disease 
and 10 per cent of the general population will be 
involved at some time during their lives. 


It is a serious challenge to our health organiza- 
tion to realize that we still lose 150,000 mothers 
and babies annually from causes associated with 
childbirth: and that annually 60,000 babies are 
born with congenital syphilis. Nearly 15,000 
maternal deaths occur each year—approximately 
40 a day! On this continent, we do not use nor 
recommend trained midwives for obstetrics, as 
they do in Europe. It is interesting, however, to 
note that, while the maternal mortality in New 
York City, where there should be no dearth of 
medical care, was 4.4 per 1,000 live births in the 
three-year period 1930-1932, the rate for the 
65,000 cases in England and Wales attended in 
1935 by the midwives of the Queen’s Institute for 
District Nursing was but 2.6! (The general rate 
there was 3.94.) 


While the average life has been prolonged, the 
expectancy of life for the senior adult has not 
been improved appreciably. Most of our gain has 
been in childhood and early adult life. In 187l a 
man of 75 might expect to live for another six 
years; in 1931 his prospect was computed to be 
six years and five months—a gain of five months 
in sixty years. 


Nutrition 


Undoubtedly, any broad program of health care 
must provide greater provision for adequate 
nutrition. Many studies have indicated the lack 
of adequate nutrition on the part of large groups 
of people. One of the most recent was made in 
the city of Toronto and reported to the Royal 
Canadian Institute by E. W. McHenry.’ One hun- 
dred families averaging 4.2 children and with an 
average family income of $19.64 per week, or 
$3.48 per individual person, were studied. They 
were low-income people but not on relief. 


The men averaged 2,360 calories, or but 77.5 
per cent of the accepted caloric intake require- 
ment; the women averaged 1,720 calories or but 
70 per cent. The children below eleven years of 





1Litzenberg, Jennings, M.D., Prof. of Obs. & Gyn., Univ. of 
Minnesota, Conference on Better Care for Mothers and Babies, 
Washington, 1938. Children’s Bureau Publication No. 246. 

2Nutrition in Toronto, BE. W. McHenry, Canadian Public Health 
Journal, January, 1939 
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age averaged 77.5 per cent of their requirements 
and the older children but 73.9 per cent. One 
family averaged but 57 per cent. Particularly 
serious was the fact that pregnant women had 
but 70 per cent of the protein required and nurs- 
ing mothers were down to 57 per cent. 


It is well known, too, that many relief diets are 
deficient in various requirements. 


Nutrition and Infection 


There is much evidence also, that correction of 
malnutrition lessens predilection to disease. The 
interesting experiments in the Rhondda area in 
Wales showed that malnutrition was a serious 
cause of maternal mortality. With the adminis- 
tration of proper food the rate dropped from 
11.29 in 1934 to 4.77 in 1935." When checked 
against control cases (10,384 vs. 18,854) over a 
31-month period, the puerperal rate was but 1.64 
per 1,000 live births as against 6.15 among the 
controls. The one constant factor was the im- 
proved diet. 


And so with nursing mothers. There was a 
seven months’ strike in the Rhondda Valley in 
1926—a disastrous situation for nursing mothers. 
Yet by distributing some $120,000 worth of milk 
to young mothers during that period, the infant 
death rate, which was 96 per 1,000 live births 
during the previous year, fell to sixty-nine. 


Nutrition and Stature 


It is no idle conjecture that our sons and daugh- 
ters are towering over their parents. This is 
proven by much statistical evidence. In my own 
university (Toronto) our freshmen are 134, inches 
taller and 714 pounds heavier than were the fresh- 
men sixteen years ago. Undoubtedly this is due 
in large part to our better knowledge of nutrition. 


In related fashion the boys from better homes 
tend to outgrow the less fortunate children. In 
the famous Christ’s Hospital School, the boys at 
17 averaged 3.8 inches taller than working boys 
of the same age. In Scotland 1,500 children given 
extra milk grew 20 per cent faster than the con- 
trol group. Children born in Berlin in 1918 and 
entering school in 1925 were appreciably smaller 
and lighter than those entering school eight years 
later. 


Physical Education 


A complete national health program must in- 
clude provision for physical education. In this 


8Malnutrition as a Cause of Maternal Mortality. Lady Williams, 
Public Health, Vol. 2, No. 1, Oct., 1936, pp. 11-21 


yReport on The British Health Services. Political and Eco- 
nomic Planning, 1937, p. 99 
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respect we on this continent have lagged behind 
the organized efforts being made in Europe. Back 
in 1804 Denmark took the initiative, but it was 
not until some 100 years later, in 1915, that the 
present day gymnastic movement was instituted 
in Denmark by Niels Bukh. Massed exercises and 
rhythmic gymnastics were soon featured all over 
the continent. I recall witnessing monster demon- 
strations of thousands of young men and women 
in Vienna after the War. Germany mobilized its 
unemployed youth into youth corps — the 
Deutsches Jungvolk, Hitler Youth, Bund der 
Deutschen Madel, and other organizations. The 
effect of these nationally organized movements on 
the morale of the rising generation is beyond 
compute. 


Italy has a somewhat similar plan (under the 
Opera Nazionale Balilla), so has France, and 
Czechoslovakia (Sokolo). Russia has organized 
physical education on a most elaborate scale. Eng- 
land has now set up the National Council of Physi- 
cal Fitness, which has an ambitious program, 
with emphasis upon games and sports. 


All this is as it should be, for in the words of 
Viscount Dawson of Penn, “From the racial point 
of view the fact that civilization tends to pre- 
serve the weaklings and does not conform to the 
laws of sound breeding makes it the more impor- 
tant to train and multiply the fit and push them 
to the forefront; in fact ‘planning’ to this end 
must be the policy of a modern state.” ‘ 


Obviously, something must be done to preserve 
our racial welfare. As Lord Burghley, former 
world’s champion hurdler, aptly expressed it, “If 
the unfit are going to be increasingly kept alive, 
and nothing is to be done to redress the balance 
of Nature, the certainty of deterioration can well 
be understood.” 


One could readily give thought to the biological 
heresy of our policy of preserving the unfit, pro- 
viding them with sustenance so that they may 
propagate others equally unfit for the responsibili- 
ties of society. Many of the humanitarian activi- 
ties of which we have been most proud have been 
challenged on this very basis of biological un- 
soundness. The scientific principles which we ap- 





4Viscount Dawson of Penn, M.D., P.R.C.P. Physical Educa- 
tion, B.M.J., April 2, 1938 


ply with much diligence and expense to the ani- 
mals of the farm yard, we deny to the human race. 


The Care of the Poor 


It must be obvious to all that something must 
be done to give more adequate health service to 
the poor. According to the National Health Sur- 
vey of the U. S. Public Health Service half of all 
ilness is among the very poor—those on relief 
or with family incomes of less than $1,000 a year. 
Half a million persons in the United States are 
estimated to be unemployable because of accident 
or disease. Obviously, voluntary insurance plans 
can be but part of the solution. 


A New Philosophy of Life 


Perhaps as important a factor as any in the 
solution is a new philosophy of life. We must 
learn to love the outdoor life more than many of 
us do now. Shivering with 50,000 others watch- 
ing a handful of football players is not good 
enough; we should be getting the exercise our- 
selves. The boy with a rucksack and walking 
shoes should be more glamorous to the opposite 
sex than the one who has sunk his all in the first 
payment on a deluxe sport model roadster. We 
must resist the “softening” effect of modern life. 
We need more clear eyes and fewer coated 
tongues on Monday morning. We need less ten- 
sion, less speed, less hurry skurry in our every- 
day life; less coronary thrombosis in business men 
at their very prime. We need less of the screen 
and novel interpretation of standards for love and 
marriage and more appreciation of the unrelent- 
ing biological laws of heredity and the transmis- 
sion of familial characteristics. There must be 
a sane, less selfish attitude towards parenthood in 
our more privileged families and better state pro- 
vision, as in Russia, for the working mother dur- 
ing and after pregnancy. Health legislation for 
human beings must be given a status of impor- 
tance comparable at least to that now accorded 
health legislation for hogs and cattle. 


In the words of Surgeon-General Parran, “Good 
health is a factor in physical efficiency ; therefore, 
in national efficiency. Conversely, the ill health of 
individual citizens lowers the nation’s fitness, les- 
sens its chance of survival in a warring world, 
and depletes city, state, and federal budgets.” 
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Relationship of the Hospital to Public 
Welfare Agencies 


RT. REV. MSGR. THOMAS J. O'DWYER 


has been given to hospitalization as part of a 

family budget. The question was brought to the 
fore during the period of the Federal Relief Ad- 
ministration. A large amount of local interest in 
hospitalization was stimulated with the result that 
there has been a very great increase in local funds 
for hospital purposes. In a number of states hos- 
pitalization has come to be regarded as part of the 
state relief program. Many practical problems are 
arising in local communities in regard to the rela- 
tionship between hospitals and public welfare 
agencies in the care of the indigent sick. 


[ IS only in recent years that serious attention 


Planning Hospitalization for the Medically 
Indigent 


The whole question of planning for the hospi- 
talization of the medically indigent has become a 
major social problem which calls for the best 
thinking and the best leadership of our communi- 
ties. The hospitals must assume their part in the 
leadership. Public welfare agencies must endeavor 
to understand the point of view of the hospitals. 
They must recognize that the hospital has been a 
community institution in the past. They must be 
willing to make the best use of existing private 
facilities. They must not be a party to a program 
that will over-expand public hospital facilities. 


About three years ago the American Public 
Welfare Association sponsored a study of rela- 
tionships between public welfare agencies and 
hospitals. The study was conducted by Nelle L. 
Williams and covered 54 communities in 12 states. 


In her summary Miss Williams states— 


“Certain definite things stand out in sum- 
ming up the observations. The local and state 
plans studied show definitely the acceptance 
of hospitalization as a public responsibility, 
and the widely accepted use of public funds to 
pay for care in voluntary hospitals. The 
practice of using public funds to pay volun- 
tary hospitals, though contrary to the usually 
accepted practice, appeared amply justified as 
an economic expedient when worked out in an 
equitable manner on the basis of service ren- 
dered. There is no clear pattern in the work- 
ing out of relationships and the agreements 
with regard to rate of payment for the use of 
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voluntary hospitals. Policies and plans have 
been developed on a strictly local basis and 
have been evolving largely without guidance 
and forethought.” 


Economy in Utilizing Existing Community 
Facilities 


At the annual meeting of the American Public 
Welfare Association in Seattle in June, 1938, a 
special Committee on Medical Care presented a 
comprehensive report. Reference is made to hos- 
pital service, and the problems arising in (1) the 
selection of hospitals to which payment should be 
made; (2) determination of per diem rate of pay; 
(3) determination of eligibility for public assist- 
ance. The report indicates that these questions 
are being faced in many communities. The fol- 
lowing statement taken from the report is of in- 
terest to hospital administrators: 


“The American Public Welfare Associa- 
tion has developed jointly with the American 
Hospital Association principles for payment 
of nongovernmental hospitals in communities 
where there are no public hospitals, or where 
these are insufficient to meet the need. These 
principles bring out the economy of paying 
existing institutions, rather than expending 
tax funds for the erection of governmental 
hospitals which would duplicate existing com- 
munity facilities, and the desirability of mak- 
ing such payments at agreed per diem rates, 
rather than by lump sum appropriations.” 


Attention is also called in this report to the 
tendency under old age assistance to convert insti- 
tutions previously used for domiciliary care of the 
aged for use as hospitals. This is being done 
without the advice of hospital authorities as to 
the changes necessary to provide satisfactory hos- 
pital service. 


In the summer of 1938 the Interdepartmental 
Committee to coordinate health and welfare ac- 
tivities, appointed by the President of the United 
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States, outlined a national health program at a 
meeting in Washington attended by more than 200 
men and women representing many walks of life, 
and including representatives of the three na- 
tional hospital associations and the American 
Medical Association. Since that time there has 
been considerable publicity in the newspapers and 
various magazines regarding the findings and rec- 
ommendations of the committee. 


It is to be noted that the report draws a dis- 
tinction between the medically indigent and those 
actually on relief. It is in dealing with those 
above the relief line that controversy arises. 


President Roosevelt Refers to Proposals of Inter- 
departmental Committee 


In his message to Congress on January 23, 1939, 
President Roosevelt refers to the proposals made 
by the above mentioned Interdepartmental Com- 
mittee. He added— 


“T have been concerned by the evidence of 
inequalities that exist among the states as to 
personnel and facilities for health services. 
There are equally serious inequalities of re- 
sources, medical facilities and services in dif- 
ferent sections, and among different economic 
groups. These inequalities create handicaps 
for the parts of our country and the groups of 
our people that most sorely need the bene- 
fits of modern medical science.” 


Policies Which Should Govern Relationship 
Between Public Authorities and Hospitals 


The August, 1938, issue of HOSPITALS con- 
tains a lengthy statement outlining certain prin- 
ciples which should govern relationships between 
public authorities and hospitals. These principles 
were approved by a joint committee of the Amer- 
ican Hospital Association, and the American Pub- 
lic Welfare Association. In an introductory state- 
ment reference is made to the facilities available 
in various communities throughout the United 
States for medical care of persons unable to pay 
for it out of their own resources. Figures are 
given as to the percentage of hospital beds in gov- 
ernmental and nongovernmental hospitals— 


“The distribution of facilities according to 
counties gives a better picture of the situa- 
tion. There are 3,073 counties in the United 
States. In 43 per cent of these counties, hav- 
ing a population of 44,000,000 or about 36 
per cent of the whole population of the coun- 
try, there are no governmental hospitals at 
all. In 5 per cent of the counties, having only 
about 3 per cent of the population the pro- 
vision of general hospital care is entirely in 
governmental hospitals.” 
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Detailed reference to the policies outlined con- 
cerning the use of tax funds for nongovernmental 
hospitals are unnecessary here; I refer only to a 
few in this connection. 


“It is recognized that the use of tax funds 
from local governments to pay voluntary hos- 
pitals for the care of public charges is a wide- 
spread and, under some local conditions, a rea- 
sonable policy. 


“It is the unanimous belief that such pay- 
ment to hospitals should be on the basis of 
service actually rendered, and that payment 
in a lump sum or subsidy basis is undesir- 
able.” 


“Public welfare officials will find it advan- 
tageous to deal with the hospitals of their 
community jointly. The experience of local 
public officials indicates that this can best be 
accomplished through the organization of 
hospital councils within each community or 
political unit of sufficient size.” 


“The hospitals on their side should recog- 
nize the advantages of presenting a united 
front to the community concerning their 
needs.” 


“Both the public officials and the hospitals 
of each community should recognize that the 
rate of payment for service must be adjusted 
through conference as a result of numerous 
considerations which will vary among com- 
munities, and that no fixed simple formula 
controlling rate of payment can be generally 
applied.” 


“The utilization of voluntary hospitals for 
the care of indigent persons at public ex- 
pense requires, furthermore, encouragement 
by public officials and by the hospitals them- 
selves of uniform accounting system and of 
high standards, such as those required for 
the approved lists of the American College 
of Surgeons.” 


The Joint Committee refers to hospital stand- 
ards which should serve as a guide to public au- 
thorities in the use of local nongovernmental hos- 
pitals. The report adds— 


“Nongovernmental hospitals which receive 
public funds must expect that the public de- 
partments responsible will expect satisfac- 
tory standards of service; and also will take 
whatever steps are necessary to insure that 
the sums of money requested have actually 
been spent. Checking of accounts and in- 
spection of records will, of course, be neces- 
sary. Comparable systems of accounting are 
desirable in order that costs may be more 
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readily ascertained. Utilization of compar- 
able methods of accounting will be advan- 
tageous to all hospitals because they will 
make possible comparative studies of services 
and costs of value to all concerned.” 


Per Diem Rate 


The question of establishing the per diem rate 
is all-important. Reports from different sections 
of the country indicate that hospitals are finding 
it difficult to develop satisfactory arrangements 
with local authorities in regard to rates. Some 
hospital administrators have been unable to deter- 
mine exactly the cost of ward care. The reason 
for this is perhaps the lack of a system of cost 
accounting. However, considerable progress has 
been made in introducing a system of cost ac- 
counting which will enable hospitals to tell exactly 
what their ward rates are. 


Unity of Effort Needed 


Hospital administrators are expressing their 
own point of view. In so doing they are keeping 
in mind their relationship to the whole community 
program. In the past, hospitals have been ex- 
ceedingly individualistic. Each one has attempted 
to plan its own program without much regard for 
community relationships. There has been a feel- 
ing on the part of a number of private hospitals 
that public authorities are inclined to disregard 
them in planning for the indigent sick. That 
there is too much of a tendency to expand public 
hospital facilities without making the fullest use 
of existing private facilities. 


In recent months, however, representatives of 
the American, Protestant, and Catholic Hospital 
Associations of the United States have presented 
several resolutions on the National Health Pro- 
gram. They are giving the combined experience 
of those who for a century and a half have carried 
the responsibility for safeguarding the nation’s 
health without government support. Among 
other things, they have called attention to a recent 
pronouncement of President Roosevelt in his-ad- 
dress on “The Mobilization for Human Needs” in 
which he calls attention to the fact that— 


“Private community effort is not contradic- 
tory in principle to government effort, 
whether local, state, or national. All of these 
are needed to make up the partnership upon 
which our nation is founded. The scope of 
voluntary action cannot be limited because 
the very desire to help the less fortunate is a 
basic and spontaneous human urge that 
knows no boundary lines. It is an urge that 
advances civilization. I like to think it is a 
national characteristic.” 


May, 1939 


The representatives of these three national as- 
sociations recognize that on the part of voluntary 
agencies there should be developed greater coor- 
dination and unity of effort, and that on the part 
of governmental agencies there should be exten- 
sion of function into hitherto unaffected geograph- 
ical, psychological and social areas; and that— 


“Wherever possible the governmental 
agencies should place at the disposal of pri- 
vate agencies those resources which are re- 
quired to accomplish the work which the 
private agencies could perform more effective- 
ly than the governmental agencies.” 


They are in agreement with the Interdepartmen- 
tal Committee that the out-patient departments 
and clinics of the country are at present inade- 
quate to cope with national needs. They agree 
further that there is a need of increased hos- 
pital facilities in certain areas of the country. 
They strongly recommend that the further exten- 
sion of facilities should take place only after an 
impartial survey of local needs. 


The three Associations endorse the program of 
the Interdepartmental Committee with reference 
to the extension of special hospitals for tuber- 
culosis, for the nervous and mental patients. They 
again express a word of caution, and urge that a 
careful survey be made before these additional 
hospitals are erected. 


The need for the development of cooperative 
plans by public and private agencies is empha- 
sized. It is felt that through mutual cooperation 
there may be an opportunity for the wise and 
profitable expenditure of public funds to remu- 
nerate in part the private institutions for the 
public service which they are rendering, and thus 
increase their effectiveness for the promotion of 
public welfare. The allocation of tax support for 
these public services would stimulate private in- 
stitutions toward still greater efforts, and would 
place at the disposal of the medically indigent and 
the indigent, facilities which the government 
would undoubtedly find it extremely difficult to 
duplicate. 


One of the chief reasons for the existence and 
extension of private hospitals is the fact that they 
give care to the medically indigent. This is the 
basis upon which the private institution appeals 
for public voluntary support. It is for this reason 
furthermore that the American government in 
all its various subdivisions has recognized the 
validity of the contention that these hospitals are 
to be held immune from certain tax obligations. 
Philanthropy and charity have found their most 
effective expression through these private insti- 
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tutions. Voluntary hospitals are national assets 
of the first importance. 


State Laws and Policies of State Agencies with 
Reference to Use of Private Hospital Facilities 


The Interdepartmental Committee will probably 
recommend that Federal grants-in-aid be made 
available to the states not only to enable them to 
take care of persons on relief, but also of a very 
large group whose present income does not permit 
them to purchase adequate medical and hospital 
care. There is a feeling that the states should 
be left free in selecting the plans that they want 
to follow. 


It is necessary for hospital administrators to 
give serious consideration to state laws and poli- 
cies of state agencies with reference to the use of 
private hospital facilities. In the Welfare and In- 
stitutions’ Code of California Statutes of 1937— 
Chapter 369, provision is made whereby private 
hospitals may be used within or without the coun- 
ty for the care of the needy sick. The language of 
the Act is sufficiently broad to mean that in cases 
of emergency, general hospital service at cost may 
be furnished to the needy sick under such terms 
and conditions agreed between the private and 
county hospital. However, the application of 
these provisions is difficult to carry out from a 
practical standpoint, and for this reason it has 
been suggested that an amendment be made to 
this section whereby the supervisors would have 
the authority to contract for service wherever the 
best interests of the patient would be served. 


Hospital administrators in all states must con- 
cern themselves about the hospitalization of the 
sick and the injured under Workman’s Compensa- 
tion Laws. A large volume of insurance is car- 
ried by private companies under the supervision 
of a California State agency. Following a study 
of this problem over a period of many years, the 
Association of California Hospitals recommended 
the establishment of a minimum ward rate for 
all hospitals caring for industrial accident cases. 
A rate of $4.75 was established for the hospitals 
in the northern part of California, and $4.50 for 
those in the southern section. Prior to this time 
insurance companies secured care at various rates 
from different hospitals, and the amount paid did 
not cover actual per diem cost. It is agreed that 
these persons should not be considered charity 
patients. 


Conclusion 


It is evident that hospitalization of the indigent 
will become more and more a part of the state pro- 
gram in the coming years. It is hoped that this 
will tend to improve standards; to make them 
more uniform. There is every indication that the 
Federal government will also enter into this 
field, and that hospitalization of the indigent sick 
will become part of our national welfare program. 
This will present a great challenge to leaders of 
national and local hospital associations, and to all 
who are concerned about sound policies and prac- 
tices in the development of adequate medical and 
hospital care throughout the nation. 





ie 
ea aa 


What Accidents Cost Illinois Hospitals in 1938 


The Hospital Association of Illinois made a careful study of the costs of accidents to the hospitals 


of that State. 
hospitals. 


The results of this study show a loss of $864,264 in costs of service rendered by the 
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No. of Total Cash 
Hospitals Charges Paid Loss 

48 §$ 710,784.00 $ 455,616.00 $255,168.00 
16 295,680.00 207,552.00 88,128.00 
64 1,006,464.00 663,168.00 343,296.00 
89 967,608.00 672,840.00 294,768.00 
50 591,000.00 364,800.00 226,200.00 

139 1,558,608.00 1,037,640.00 520,968.00 

137 1,678,392.00 1,128,456.00 549,936.00 
66 886,680.00 572,352.00 314,328.00 

203 2,565,072.00 1,700,808.00 864,264.00 


LOSS PER YEAR—32% 
AVERAGE LOSS PER HOSPITAL PER YEAR—$4,257.00 


32 


HOSPITALS 








on- 
the 


ar- 
ion 
idy 
the 
led 
for 
es. 
als 


id 
at 
ty 











Organization and Supervision of Out-Patient 
Department 


JOHN E. RANSOM 


responsibility, is essential to good out- 
patient service. This essential organiza- 
tion is two-fold—administrative and professional. 


OC) ‘revonstt with definite fixing of 


The superintendent or his well-qualified as- 
sistant must be actively and continuously in 
charge of the out-patient department. Neither 
an absentee landlord system nor a cafeteria plan 
for service will work in a dispensary. 


The auxiliary services—for example nursing 
service—must be parts of this administrative or- 
ganization. The supervising nurse of the out- 
patient department may well be responsible to 
the general superintendent of nurses in so far as 
the professional and teaching aspects of her work 
are concerned. But in her administrative capac- 
ity she must be responsible to the administrative 
officer in charge of the out-patient department. 
This is similarly true of social service, dietetic 
service, technician service, and the like. 


On the professional side, the chief of each clin- 
ical division should be in charge of his respec- 
tive out-patient service. He may deputize some 
able member of his organization of suitable rank 
to carry much of the responsibility for the details 
of organization and supervision but he must not 
delegate his interest and participation in the work 
of his departmental out-patient service to anyone 
else. 


Each clinic session must be in charge of an able 
chief whose functions must include that of an 
administrator, a teacher, and a consultant. Given 
good organization, competent clinicians, and good 
esprit de corps, a clinic cannot help being a good 
one. 

Appointment System 


Should all out-patient departments adhere 
strictly to an appointment system? 


My answer is “No.” Granting all the advan- 
tages of an appointment system there is nothing 
sacrosanct about it, nor has failure to use it been 
declared unconstitutional. Unfortunately it has 
come to be considered one of the essential fea- 
tures of a well organized dispensary with the re- 
sult that if one confesses that he does not use it 
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he is likely to encounter a raised eye-brow. This 
method, like many others, is usable and valuable 
in some institutions and unusable and valueless 
in others. Where it can be used it serves several 
good purposes. In the main it takes the control 
of out-patient clinics out of the hands of patients 
and puts it in the hands of the hospital. It is an 
effective means of relating the amount of work 
undertaken to the number of doctors available 
and the time they have to give. It conserves the 
time of patients as well, which helps the hospital 
to secure the cooperation of its clientele. 


An absolutely essential factor in an appoint- 
ment system is that the clinicians hold themselves 
to their schedule just as strictly as they expect 
the patients to keep their appointments. Such 
an arrangement is not possible in all hospitals, 
or in all clinics in a given hospital. 


As already stated one of the values of an ap- 
pointment system is that it affords a means of 
limiting the patient load to a number that can be 
cared for adequately. Some hospitals do not find 
it necessary to accept only a portion of those who 
apply for service, preferring to expand and de- 
velop their facilities to meet the demand however 
great it may be. 


There are perhaps two ideals in the providing 
of out-patient service. One is a service limited 
to such a number of patients as can be well served 
and with their visits controlled by a rigidly en- 
forced appointment system. The other is to have 
all clinics open all day long with good service 
available for all whenever they may choose to 
come. 


Perhaps a practical, sensible plan lies some- 
where between these two extremes. 


Practical Arrangements Will Help Secure 
Punctuality of Medical Staff 


What are the best means of insuring punctu- 
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ality of attendance of the medical staff in the out- 
patient department ? 


The best means is to make your out-patient 
service so attractive that staff members will not 
want to miss any of it but will be waiting in line 
to get in when the doors are first opened. Players 
are rarely late for games in which they like to 
participate. In the ideal hospital the proper, ef- 
ficient operation of a clinic service is quite as 
much the concern of the staff as of the adminis- 
tration. They are adults and members of an an- 
cient and honorable profession, more accustomed 
to giving orders than taking them. They resent 
disciplinary procedures—excepting those which 
they impose upon themselves. 


Unfortunately there are in nearly all groups— 
professional or lay—a few members who make 
rules and regulations seemingly necessary. If 
there were no thieves we would need no laws 
against stealing. 





There are certain practical and sensible ar- 
rangements that help to secure and maintain 
punctuality and regularity of staff attendance. 
We have already said something about the values 
of an appointment system. This system insures 
that both patients and their histories are on hand 
when the doctor who also is a factor in the sys- 
tem arrives at the appointed hour to begin his 
work. Each clinic should have a chief. If he 
has been properly and carefully choosen, he or his 
deputy will be on hand at the hour the clinic is 
scheduled to start work. If he is skillful and tact- 
ful he can do much to insure promptness of staff 
attendance and do it without reference to rules or 
regulations. 


Nearly all doctors who are in private practice 
will be late occasionally. That is to be expected, 
understood, and accepted. The clinician who is 
habitually tardy may have assumed more obliga- 
tions than he can fulfill. If he must be late for 
some of them he is likely to neglect the ones in 
which he is least interested and from which he 
obtains the smallest returns in satisfaction and 
other values. It may be well to relieve him of 
clinic responsibility entirely. 


A few young men incapable of self-organization, 
study medicine, manage to be graduated from 
medical schools and become physicians. When they 
attempt to function as out-patient staff members, 
they just cannot help being late. For such as 
these, psychiatry offers the only possible therapy 
and that guarantees no cures. 


It is well to afford to clinicians no materials 
from which excuses as to the futility of punctu- 
ality can be manufactured. The auxiliary per- 
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sonnel nurse, social worker, secretary, techni- 
cian, should be at their posts on time, with their 
noses powdered, the final touches already given 
to uniforms and gowns, and the pleasures and 
problems of the night before already related and 
solved respectively, and with everything in readi- 
ness for the smooth operation of the clinic. 


The rewards of faithful, productive work in 
a hospital out-patient department are not given 
out with a lavish hand. In fact, advancement in 
staff rank and other forms of recognition and ap- 
preciation seem to be regarded by those whose 
power and prerogative it is to bestow them, as 
possessions of great value, to be guarded with 
care and to be awarded only after years of con- 
sideration as to the merits of prospective recip- 
ients thereof. 


Financial Eligibility 


Has a standard of financial eligibility been 
worked out that is more or less universally ap- 
plicable? If not, is this feasible? 


The answers to both questions are “No.” Wage 
scales and living costs vary too much in different 
sections of the country to make possible a uni- 
versally fair and equitable standard. 


For example—Baltimore is a low-wage city as 
compared with certain cities in the north. Con- 
sequently, a minimum income beyond which an 
applicant would be held ineligible in Baltimore 
might be entirely out of line in New York City. 
The rates at which medical service can be pur- 
chased in a given community have a bearing on 
eligibility for free or nominally priced dispensary 
service. 


Eligibility of patients who continue under treat- 
ment for a considerable time should be reviewed 
at frequent intervals, as family incomes are sub- 
ject to frequent change and new demands on such 
incomes frequently occur. In short, eligibility or 
ineligibility is not something that can be deter- 
mined in March and still be valid in June. In 
many instances not all the factors that determine 
eligibility can be evaluated at the time the patient 
first attempts to register. If examination reveals 
a chronic disease requiring treatment over a long 
period, he may be eligible. But if it reveals an 
acute condition requiring little treatment or only 
a visit or two, he may well be able to obtain the 
service he needs as a private patient of some 
doctor in the community. 


Uniform standards for all the out-patient de- 
partments in a given city can be developed and 
should be adopted by mutual agreement among the 
several hospitals of the city. 
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Medical Records 


What are the best means of correlating the out- 
patient and in-patient medical records? 


The best means is to have a unit history sys- 
tem under which all medical information concern- 
ing a given individual is contained in one docu- 
ment called a unit history. Under this system the 
unit history is available for either ward or out- 
patient service whenever the patient appears in 
either. 


There are some hospitals in which this system 
is not readily workable. In a large hospital made 
up of several units with scattered buildings, and 
with out-patient clinics as well as wards in these 
several buildings, and not having a central his- 
tory room or record room it may not be feasible 
to use unit histories. 


When the writer was in charge of the out- 
patient department of the Michael Reese Hospital 
in Chicago, the dispensary building was several 
miles from the hospital. A unit history system 
covering both out-patient and in-patient service 
could not be used. 


If a hospital does not have the unit system, 
some method must be worked out by means of 
which abstracts of a patient’s several histories 
will be made a part of each of these documents. 
This is difficult, as it requires a great deal of 
laborious work which can be done well only by a 
doctor. If a patient is admitted to a ward his 
several histories may be assembled for use while 
he is on the ward and then disassembled and re- 
turned to the respective places from which they 
came, after the patient is discharged. This in- 
voles careful work on someone’s part and just 
who that someone may be “doth not yet appear.” 





Dr. Sigismund S. Goldwater Receives 
Annual Award of the City 
Club of New York 


The City Club of New York has made its 1939 
Award to Dr. Sigismund S. Goldwater, Commis- 
sioner of Hospitals for New York. 


The City Club makes this annual Award to a 
non-elective public servant who has, in the esti- 
mation of the Trustees, rendered outstanding pub- 
lic service to the people of New York City. 


The fine achievements of Dr. Goldwater during 
his service as Commissioner of Hospitals for New 
York City has attracted international attention. 


The work he has done in the organization of 
these city institutions, the improvement and ex- 
tension of service to the sick poor of New York 
City, and the construction and rehabilitation of 
the physical plants of the city institutions has no 
parallel in hospital history anywhere in the world. 


No public servant has served his city, state, and 
nation to the greater good of the people better 
than has Dr. Goldwater. From every viewpoint, 
this recognition of public service is well deserved. 





George H. Buck Goes to Mercer Hospital, 
Trenton, New Jersey 
George H. Buck, for the past two years assist- 
ant superintendent of the Long Island College 
Hospital, New York, has been appointed superin- 
tendent of Mercer Hospital, Trenton, to succeed 
Fred W. Heffinger. 


May, 1939 
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Mr. Buck was graduated from the University 
of Chicago, taking his Ph.B. degree in 1934 and 
his M.B.A. degree in 1936. He followed this with 
graduate work in hospital administration, after 
which he spent six months with the Massachu- 
setts General Hospital in administrative training. 
He served as assistant superintendent in Billings 
Hospital, Chicago, for a short time before going 
to Long Island College Hospital. 


Mr. Heffinger resigned the superintendency of 
Mercer Hospital to accept the appointment as su- 
perintendent of the Manhattan Eye, Ear, and 
Throat Hospital in New York City, succeeding 
Reuben O’Brien who had been superintendent of 
that institution for almost 35 years. 


——_.———— 


Capping Exercises in St. Joseph's 
Hospital, Reading 


In a very impressive and beautiful ceremony, 
the student nurses who ended their probation 
period were capped at St. Joseph’s Hospital, 
Reading, Pennsylvania, on March 7, 1939. 


The caps were placed by Sister Mary Pauline, 
superintendent of the hospital, assisted by 
Josephine Boyer, science instructress, and 
Theresa Gorney, nursing arts instructress. Pres- 
entation of the students to the assembled guests 
was made by Sister Mary Laurencita. 


An interesting feature of these exercises was 
the fact that five male students out of twenty- 
three probationers were received into the School 
of Nursing after the probation period. 
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A Practical Attitude Towards Salesmen 


SISTER JUSTINA, R.N., B.S. 


ministration two knotty ones must be 

reconciled; how to maintain a high stand- 
ard in equipment and supplies, and yet operate 
within available financial resources. Shrewd and 
intelligent purchasing will go a long way in accom- 
plishing this. All literature on hospital adminis- 
tration stresses the importance of the office of 
purchasing agent. 


f MONG the many problems of hospital ad- 


When purchasing supplies and equipment it is 
the activity of the hospital which should be used 
as the measuring unit. A small hospital of 100 
beds may do more purchasing than a larger hos- 
pital which is operating at a low percentage of oc- 
cupancy. The problem of purchasing is in many 
ways more difficult in a smaller hospital than in a 
larger one, which generally, in this present day of 
progress, has an experienced purchasing agent. In 
the smaller hospital this responsibility occupies 
part of the time of the administrator. 


Where the size of an institution warrants the 
retaining of a full time purchasing agent, intelli- 
gent economic buying is simplified. This agent 
reads the trade journals, keeps in touch with the 
market and is not likely to be hood-winked into 
foolish or needlessly expensive purchases. How- 
ever, the majority of hospitals and kindred insti- 
tutions cannot afford a full time purchasing agent 
and this office must be filled by administrators and 
their assistants. These individuals cannot give 
the time to keeping themselves currently and com- 
pletely informed on the market and advances 
made in equipment and must depend largely, 
therefore, on the salesmen who daily occupy the 
lobby chairs. These commercial representatives 
as a class should not be regarded like contagious 
diseases and shunned, but should be considered as 
helpful adjuncts to successful hospital administra- 
tion. 

The Profession of Salesmanship 


The true salesman is really a professional man. 
He knows the qualities of the merchandise and ca- 
pabilities of the equipment in his line. He is as 
conversant with the needs of institutions, allow- 
ing for particular conditions, as are the officers of 
the institution themselves. He places at the dis- 
posal of the hospital his technical knowledge of 
equipment or experience with consumption and 
use of supplies. He has learned how other institu- 
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tions have overcome problems successfully. It be- 
hooves the administrator to welcome the true 
salesman because he is a source of much pertinent 
information and a technical consultant whose ad- 
vice often is invaluable. 


While the primary reason for the existence of a 
salesman is sales, he must be more than an order- 
taker. If he is merely the latter, he soon becomes 
his own “undertaker” as a salesman. Besides be- 
ing well versed in the quality and performance of 
his merchandise, he must be honest and fair. A 
sale should not be his primary reason for calling 
on the administrator but the offer to be of service 
should be his motive for an interview. Once the 
salesman has proven his honesty, fairness, and 
sincere desire to be of assistance, the sales will 
automatically take care of themselves. In fact, 
sales will rise or fall largely in proportion to the 
salesman’s ability to serve and satisfy the buyer. 


How the Administrator Evaluates the Salesman 


Naturally, the true salesman will only be dis- 
covered through experience. The wise adminis- 
trator, consequently, will give all salesmen an in- 
terview. She will not be “taken in” by glib talk 
or high pressure methods. In fact, these tactics 
will make her wary. She will look for the qualifi- 
cations of the true salesman. Darwin’s catch 
phrase “survival of the fittest” can aptly be ap- 
plied here. Through a process of elimination, the 
salesman who is only concerned with the size of 
his commissions will be removed from the scene 
and the true salesman who is really performing a 
service to the hospital will reap the reward of his 
honesty and helpfulness. 


Applying Business Principles to Hospital 
Purchasing 


It is a good policy to deal with as few commer- 
cial houses as is compatible with good business. 
The advantages of this are evident. The larger the 
volume of business one does with a firm naturally 
the more valuable is that account. When one buys 
in large quantities, usually a better price can be 
quoted. When the question of adjustments arise 
a firm is disposed to more liberal concessions if 
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the customer is a large buyer. These principles of 
business are natural. It appears to me, therefore, 
that it behooves the commercial houses to be very 
circumspect in their selection of sales personnel. 
Honest, fair, obliging, helpful salesmen will garner 
the bulk of the harvest in the long run, while the 
high-pressure booster may make a record on his 
first canvas of the trade, but buyers will be very 
busy or out when he makes his second call. 


From the viewpoint of a buyer, I have been 
asked about the failings of poor salesmen. The 
most glaring defect of course is unfamiliarity with 
his own product. This sounds ridiculous but some 
men have called on me and I could tell them more 
about their line than they could tell me. Condem- 
nation of the competitor’s product is another fault 
that lowers a salesman in the buyer’s estimation. 
I am not interested in the faults of other lines; I 
want to know the qualities of the one being pre- 
sented. Insistence on purchasing when the buyer 
is not inclined to do so, is always obnoxious. The 
high-pressure salesman sometimes accomplishes 
this feat and thinks that he has performed a great 
act of breaking down sales resistance. Many an 
institution would be delighted to liquidate useless 
purchases now taking up valuable. space into a 
fraction of the cost price. Such a salesman on his 
next visit will be about as welcome as a case of 
small-pox. Oftentimes, he knows this himself and 
never returns. 


How the Salesman Serves the Hospital 


Christian charity, if practical, must enter into 
our business relations as well as other phases of 
life. The good salesman is trying to make an hon- 
est living and it behooves the buyer, therefore, to 
give the man at least a hearing. Even though he 


does not get an order, if he can report to his su- 
perior that he has made the contact and had an 
interview, the buyer has helped the man to be suc- 
cessful and has encouraged the retaining of an 
honest, true salesman in the trade. 


My observations are the result of personal ex- 
perience. I have had salesmen ship goods which 
I have never ordered but merely expressed a de- 
sire to secure “some day.” On the other hand, I 
am blessed in having a salesman of the ideal type 
serving our hospital. By his judicious advice I 
have been guided immensely in wise purchases. 
This gentleman has even dissuaded me from buy- 
ing certain equipment which I thought was need- 
ed, and experience has proven him to be correct. 
Needless to state, that his firm receives prefer- 
ence, and the volume of buying that they receive 
compensates many times over for the loss of some 
little profit on equipment that they might have 
unloaded on me but would have served as a con- 
stant reminder of their greed. 


Out of charity, therefore, let us have courtesy 
and an interview for all salesmen; prompt elimi- 
nation of the dishonest, selfish, unscrupulous itin- 
erants. Concentrate volume of business with the 
reliable firms represented by competent, honest, 
helpful salesmen. To paraphrase William Shake- 
speare: “When you have found such a salesman, 
tried and true, bind him to thyself with hoops of 
steel.” 


Following such a course as here outlined, I am 
confident will not only effect more economy in the 
administration of a hospital but will tend to dis- 
courage the unscrupulous salesman while encour- 
aging and rewarding the true friend of the hos- 
pital,—the honest salesman. 
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The Commission on Graduate Medical Education 


“Considerable progress is being made in the 
clarification of the place of the internship, the 
residency, the short postgraduate courses and 
other educational opportunities in the broad field 
of graduate medical education,” declared Dr. Wil- 
lard C. Rappleye, chairman of the Commission on 
Graduate Medical Education, following a meeting 
of the Commission in New York City on April 1. 
“With the cooperation of medical and hospital 
leaders, the Commission hopes to offer construc- 
tive suggestions regarding needs now existing in 
the field of graduate medical education and oppor- 
tunities for developing more adequate educational 
facilities by medical schools, hospitals, national 
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and local medical organizations and specialty so- 
cieties. It is felt that the need for more adequate 
graduate and postgraduate medical training is 
pressing and has been sharpened by the formation 
of the twelve specialty boards. It is gratifying 
to find that interest in these fields is now so wide- 
spread that it appears certain that hospitals, 
medical schools, and other agencies will develop 
satisfactory programs to meet this need in the 
near future.” 


The Commission expects to complete its work 
within a year and at that time will publish a full 
report of its findings and conclusions. 


37 








Anesthesia 


HENRY HEDDEN, M.D. 


the writer does not hope to contribute any- 

thing new to the sum total of human knowledge 
on this subject, but he does hope to emphasize 
certain important phases of it. The College of 
Surgeons has taken a very definite stand regard- 
ing the quality of work done in this department 
of a hospital. Quoting the Manual of Hospital 
Standardization, “The administration of anes- 
thetics is of vital importance because of the effect 
on the future health of the patient. It is a most 
influential factor in the end result of both surgery 
and obstetrics and it may even be a cause of 
death. Anesthesia is a specialty in itself, necessi- 
tating special equipment as well as a trained and 
experienced personnel. The department of anes- 
thesia is proficient and up to present day stand- 
ards only when adequate equipment is provided, 
qualified and experienced anesthetists are em- 
ployed, and competent supervision is assured by a 
medical director especially trained in anesthesia.” 


l: THIS discussion of the subject of anesthesia, 


On the subject of local anesthetics, it is recom- 
mended that a qualified anesthetist stand by. This 
is especially true when using a spinal anesthetic. 
A rule of the hospital should make it imperative 
that a qualified anesthetist be present when a 
spinal anesthetic is being given. 


The Manual stresses the organization of the 
department with a competent head and competent 
and specially trained technicians. The Manual 
definitely frowns on what may be a rather pre- 
vailing practice of allowing the referring physi- 
cian, even though not trained or qualified, to act 
as anesthetist. Sometimes this may be only a 
subterfuge for fee-splitting. The Manual prop- 
erly stresses the complete pre-anesthetic examina- 
tion with adequate records. It prescribes the 
minimum acceptable amount of anesthetic record 
and also stresses follow-up by a competent person. 
Safeguards to prevent accidents in handling of 
explosive anesthetic materials are also stressed in 
considerable detail and some of the recommenda- 
tions of the National Board of Fire Underwriters 
are contained in the Manual. 


With these matters in mind, I undertook to 
circulate a carefully designed questionnaire 
among a group of hospitals in the nine states 
which are cooperating in this meeting. I received 
a surprisingly large number of replies; out of 120 
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questionnaires sent out, nearly 90 had been re- 
ceived up to the time of preparing this paper. 


Analysis of Replies to Questionnaire 


To the question, “Do you have an organized de- 
partment of anesthesia?” forty-one replied “Yes,” 
thirty-six, “No.” Regarding the direction of the 
department of anesthesia—eight are directed by 
registered nurses, twenty-nine by physicians, and 
two by operating room supervisors. Generally, in 
reply to the question regarding the qualifications 
of the director of the department, the answers 
were, “A qualified physician or registered nurse.” 
In all cases, adequate training in anesthesia or 
postgraduate work and experience were required. 
To the question, “Who gives the anesthetics?” 
forty-two hospitals reported that nurses give the 
anesthetics; thirty-one reported doctors; interns 
were used in seven cases; and the answer “Anes- 
thetist”’ was given by thirteen. 


Types of Anesthetics 


To the question, “What types of anesthetics 
are used?” of course there were several answers 
on every returned form. They are tabulated as 
follows: 


EOP cscs iw te 55 Nitrous Oxide ...... 53 
ROIS cele ct ieiarec en ntate 24 Intravenous ........ 20 
MEINE ong «aleieroetohelace 44 Chloroform ......... 15 
LN 7 nee eee 14 Cyclopropane ....... 29 
BERNER oh corre: cvatarolat evavste 47 CARMEN 5 5 sow viasaisi'ous 10 
PRE RGEEY 5 ws 6nd oie sevice 26 Pentothal Sodium ... 14 
PY IODE: ooo 5s 0 05 8.60 31 


No effort was made to find whether ether was: 
given by the open or the closed method. The 
next question was regarded as of some importance, 
but the replies are not entirely satisfactory. The 
financial arrangements between the hospital and 
the anesthetist, five said, “No arrangements,” 
forty-three pay a salary, two announce a percent- 
age arrangement and in sixteen cases, presumably 
the financial arrangements lay between the anes- 
thetist and the patient, as an outside transaction. 


Rates 


Regarding the rates for anesthetics, I should’ 


say that for gas anesthesia the bulk of the replies 
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would range from $10.00 to $15.00 with some as 
low as $5.00 and some as high as $25.00. For 
local anesthetics, generally I should say, a small 
charge is made for the services of the anesthetist 
when the anesthetist stands by with a local or 
spinal. In most cases, the only charges made un- 
der this head are for the local anesthetic material 
itself. 


Determining the Type of Anesthetic 


Replies to the question, “Who determines the 
type of anesthetic to be used?”’ showed the sur- 
geon in sixty-two cases, the anesthetist in sixteen, 
the department head in four, and doctor and anes- 
thetist in eleven. 


To the question, “Do all patients have a pre- 
anesthetic examination before general anesthesia 
is administered?” seventy-seven answered “Yes” 
and two answered “No.” “Who is responsible for 
this examination?” thirty-two said the intern, 
thirty-six said the doctor, four said the anes- 
thetist, two said the medical department. To the 
question, “What does this examination consist 
of?” the answers were pretty generally about the 
same—physical examination plus laboratory work, 
usually, heart, lungs, etc. It is obvious that every- 
one answering this question knew what should be 
done. 


Safeguards 


To the question, “What safeguards do you em- 
ploy against explosive hazards?” the following 
were mentioned: 


No smoking, grounding, no open flame, air con- 
ditioning, humidifiers, insulation, isolation of ap- 
paratus, ventilation, no wool, rubber heels, mer- 
cury switches, grounding of patients, brass strips 
in floor, special precaution for cautery, and use of 
low explosive anesthetics, or entirely safe ones. In 
this class I would be inclined to put nitrous oxide. 


To the question, “Do you follow up post-anes- 
thetic patients to study the end results of different 
kinds of anesthetics?” forty-four answered “Yes,” 
twenty answered “No.” 


Instruction to Interns 
I was particularly anxious to see what is 
being done to provide instruction to interns. It 
is very obvious that if there are to be physicians 


who are competent to administer anesthetics as 
well as properly to evaluate the different anes- 
thetic materials, our interns should be definitely 
taught. To the question, “Are your interns taught 
administration of anesthetics?” twenty-two an- 
swered “Yes,” nineteen, “No.” “Who provides the 
instruction?”’—a doctor in seven cases, an anes- 
thetist in fifteen. “Is a record kept of the number 
of anesthetics given by the intern?” twelve an- 
swered “Yes,” ten answered “No.” “Who keeps 
this record of anesthetics given by interns?” four 
answered “The intern committee,” five answered 
“The record department,” thirteen answered “The 
anesthetist.” To the question, “If the interns are 
taught anesthesia, how many anesthetics is each 
intern required to give under supervision?” sev- 
eral answered “‘No specified number,” some said 
as few as two and some said as high as forty or 
fifty. 


I did not insert a question asking the opinion of 
various administrators regarding the legal re- 
sponsibility for the anesthetic and the results 
thereof. Neither have I been able to find much in 
reference books at hand on this subject. If I may 
hazard my own opinion, I should say that if the 
anesthetist is a legally qualified medical practi- 
tioner, the legal responsibility rests on him or 
her. Otherwise, the legal responsibility for the 
anesthetic must rest on the operating surgeon. 
There may be a possible exception to this in the 
case of the department being headed by a quali- 
fied physician, the administration of the anes- 
thetic being by a technician under his supervision. 


Reference was made to Lapp and Ketcham’s 
Hospital Law and only one brief paragraph is 
given in that book. The Ohio law is quoted as 
follows: 


“Whoever uses upon another an anesthetic 
unless, at its administration and during the 
whole time the person is wholly or partly un- 
der its influence, there is present a third per- 
son competent to be a witness,” shall be fined 
$5.00 to $25.00. It is elsewhere provided that 
a registered nurse may administer an anes- 
thetic “under the direction of and in the im- 
mediate presence of a licensed physician, 
provided such nurse has taken a prescribed 
course in anesthesia, at a hospital in good 
standing.” 
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Hospital Trustees 


H. L. DOBBS 


group of individuals legally responsible for 

the proper maintenance and operation of the 
hospital, and the amount of interest maintained 
by them will often determine the success or fail- 
ure of the institution. 


Te hospital board of trustees is the organized 


We must recognize the fact that the attitude 
and interest manifested by this body, both as in- 
dividuals and as a collective group, must largely 
materialize from within its own organization. 
Their interest cannot be maintained unless the 
board is properly organized with a sufficient num- 
ber of carefully selected individuals to insure 
smooth functioning. Therefore, it is of vital im- 
portance that the hospital give careful considera- 
tion to the actual number of Board members that 
are needed and at the same time the careful selec- 
tion of the individual must not be neglected. 


The proper size of the hospital board can be de- 
termined by the needs of the hospital and the com- 
munity. A board consisting of not less than seven 
and not more than fifteen members provides suf- 
ficient representation from the average com- 
munity, and at the same time has proven to be the 
most effective in the average hospital of this 
country. 


A properly organized board of this size can 
maintain the interest of its individual members 
much better than the large body, and it affords a 
more careful selection of its individual members. 
Again, we find in favor of the small board that 
through proper organization the members can be 
kept constantly engaged in the various activities 
of the hospital. 


Assuming that the size of the board is such that 
it will permit smooth functioning and that each 
individual member has been carefully selected for 
his qualifications and interest in the welfare of the 
community, it then becomes the duty of the hos- 
pital to provide the individual board member with 
the information necessary for him to act intel- 
ligently in his decisions on hospital problems. 


Like many laymen, a new board member prob- 
ably has little knowledge concerning the actual 
operation of the hospital and its needs. The 
hospital administrator, realizing this, will imme- 
diately make plans to provide him with the proper 
knowledge, or, if you please, to educate him in 
hospital procedure. 
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The hospital administrator holds the key posi- 
tion in maintaining the interest of the individual 
board member. Some of the essentials that he 
must keep in mind are as follows: 


1 There must be a spirit of utmost frankness be- 
tween the administrator and the board member. 


2 The hospital administrator must provide the 
board member with all necessary information 
concerning the financial statements, operation 
of each department, and any detail the indi- 
vidual might desire. 


3 The administrator should keep the board mem- 
ber informed, between board meetings, concern- 
ing the needs of the hospital and of any major 
activities or problems that will probably need 
the decision of the board. 


Some of the essentials to be considered in main- 
taining the interests of the board of trustees as a 
collective group are listed as follows: 


1 It is of great importance that there should be 
close cooperation between the individual mem- 
bers and that there be proper coordination of 
the activities of the board. 


2 The president or chairman should be selected 
because of his ability to preside at the meetings 
and should be one who can direct the discus- 
sions in an unbiased manner. 


3 The president or chairman should see that all 
members are kept actively engaged by placing 
each one on various committees, whether it be 
a standing or a special committee for specific 
purposes. 


4 The date of the regular board meetings should 
be set at a time that is most convenient for all 
concerned. 


5 The hospital administrator should thoroughly 
prepare his reports and not waste time on un- 
important details. 


6 The board meeting should be held each month. 
The interest of the board of trustees can better 
be maintained by frequent meetings. 
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Responsibility for Professional Standards 


The trustees are responsible to the community 
for the quality of professional service rendered 
to the patients. The Courts hold that the hospital 
trustees are liable for the acts or their effects to 
the extent of requiring that they shall use reason- 
able care in the selection of those who are in- 
trusted with the lives of the patients in the in- 
stitution, and that the liability cannot be dele- 
gated. 


Since the board of trustees are legally respon- 
sible for the quality of professional services, they 
have the right to say who shall practice in the 
hospital and on what conditions physicians have 
that privilege. Responsibility for the quality of 
professional services rendered, being a matter of 
life or death, is greater by far than that of proper 
business management. 


As has been pointed out, the board of trustees 
usually consists of laymen who are not always 
qualified to judge upon the professional standards 
rendered in a hospital; therefore, it becomes nec- 
essary to place this responsibility upon the medi- 
cal staff of the hospital; the staff to act only in an 
advisory capacity. 


In addition to realizing the legal responsibility 
of the board of trustees for the standards of :pro- 
fessional performance, the board of trustees 
should recognize that the hospital exists for the 
benefit of the patient as well as for the con- 
venience of the physician or employee. 


Keeping Informed Regarding Administration 


Each member of the board of trustees should 
bear in mind his important responsibility and that 
if his work is to be efficiently performed, it is 
necessary that he keep himself informed regard- 
ing hospital administration. First of all, he should 
know his own hospital, and in order for the trustee 
to know his own hospital it will require frequent 
and informal visits to the institution. 


Hospital trustees realize more and more each 
year the importance of their contacting trustees 
from other hospitals with a view to interchanging 
or exchanging ideas, and this has grown to such 
popularity that the American Hospital Associa- 
tion now offers at its annual meeting a special 
Hospital Trustee Section which is attended by hos- 
pital trustees from all parts of the country. 


The most practical way for a trustee to keep 
informed regarding hospital administration in his 
own institution is through the information and 
reports of his hospital administrator. But in this 
day of rapidly changing ideas in hospital adminis- 
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tration, it is advisable that the board member 
keep up with what other hospitals are doing. 


He can do this by membership or contact with 
the various local, state, and national associations. 
He should attend all meetings that present the op- 
portunity of enlarging his own ideas of hospital 
administration. He should receive current maga- 
zines and literature.on hospital administration 
and problems. ; 


Relations Between the Board of Trustees and 
Medical Staff 


Possibly the most important factor concerning 
this question could be answered as follows: the 
board of trustees should realize the importance 
that the medical staff holds in its organization, 
and at the same time the medical staff should 
realize the responsibility of the board of trustees. 


The medical staff of the hospital acts as the 
agent of the board of trustees, and its fundamen- 
tal obligation is to supervise and improve the char- 
acter of the professional standards. It is the duty 
of the board of trustees to see that proper pro- 
fessional standards are maintained. 


The administrator of the hospital is the liaison 
officer between the medical staff and the board of 
trustees, but in many instances it has been found 
that this does not create the proper cooperation 
and understanding between the staff members 
and the board members. 


Several suggestions if followed could make for 
better cooperation and understanding, and it 
seems that three or four should be emphasized. 


1 A medical council or medical board takes up pro- 
fessional problems with the trustees and han- 
dles the business of the medical staff. 


2 One or more of the medical staff is appointed 
to the board of trustees. This type of promoting 
cooperation is not advisable, nor can it be rec- 
ommended. 


3 A committee from the medical staff to meet 
with the governing body. 


4 A joint committee, consisting of two or three 
members from the medical staff and a like num- 
ber from the board of trustees. 


The joint committee is the most satisfactory 
and is probably the most practicable way of pro- 
moting better cooperation and understanding be- 
tween the board of trustees and the medical staff. 


Another important point that is to be recog- 
nized in securing the cooperation and understard- 
ing of the two groups is that the recommendations 
that are made by the active staff to the board of 
trustees should receive careful consideration. 
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Hospitals Day by Day — Some Pointed 
Paragraphs 
WALTER E. LIST, M.D. 


@ The administrator begins life with a handicap. 
He must often say “no” when he wishes with all 
his heart that he could say “yes.”” He must always 
protect the interests of the group, while bearing 
the needs of the individual patient in mind. He 
is hampered by rules and regulations which, para- 
doxically, are largely of his own making. 
E. M. Bluestone, M. D. 


q@ An internship implies a two-sided bargain; 
therefore, two viewpoints must be borne in mind: 
(a) that of the intern, and (b) that of the hos- 
pital. Unless each participant respects the needs 
of the other, dissatisfaction is bound to result. 
Harvey Agnew, M. D. 


@ Cooperation of all hospital administrators and 
trustees is most necessary to effect a real value of 
their trusts to the community. Group hospitali- 
zation, hospital councils, health programs, good 
hospital legislation, etc., are testimonies of the 
word cooperation. Napoleon lost the battle of 
Waterloo through loss of cooperation. 
A. M. Calvin 


@ Progress in any activity is always aided if 
there is a clear and well-defined plan. The organi- 
zation chart is a means of informing all persons 
connected with the hospital, in writing and in 
logical form, of their positions and responsibilities 
in the institution. 


@ When questions of authority arise, the organi- 
zation chart makes it easier to settle them. A 
well-formulated plan of organization does show 
the relationship of one department to another and 
the function of each department. Many diffi- 
culties in management are eliminated if the effort 
is made to “arrest” on paper the order of author- 
ity, from board member to the cleaner. 


@ In our hospital we have a master chart show- 
ing how the authority of the governing board 
progresses through the director to each depart- 
ment head. In addition, there is a separate or- 
ganization chart for each department showing 
the progression of the department head’s author- 
ity to each one of the departmental employees. 


@ It has thus been easy to provide each depart- 
ment with copies of the master chart and of the 
chart of the particular department. This scheme 
makes the details of the organization clear to any 
employee who cares to study the charts, which are 
posted in each department. The fact that we have 
not attempted to show the details of all depart- 
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ments on one chart has made it possible for the 
department charts to be completely detailed. 
A. G. B. and C. W. Munger, M. D. 


@ Hospitals exist for the primary purpose of 
caring for the sick and such other related activ- 
ities as are in consonance therewith. It quite nat- 
urally follows that the chief concern of the 
controlling body should be the manner and method 
of accomplishing its purpose and the results 
attained. To acquire such knowledge, the board 
must have direct contact not only with the admin- 
istrator, but also with the backbone of the insti- 
tution—the professional staff—and upon such 
occasions this informed group should be afforded 
the time and opportunity to discuss its problems. 
For the accomplishment of this objective we 
recommend a monthly joint meeting of either a 


medical advisory council or a committee of the ' 


staff and the executive committee of the board 
for the discussion of such matters as either group 
may desire to present. 

William H. Walsh, M. D. 


@ The present day idea of convalescent care is 
that of a creative, dynamic force, bringing into 
play all the resources of mind and body, of med- 
icine and psychology, to offset the baneful somatic 
and mental effects of illness. It comprises play 
as well as rest; it invokes religious emotion and 
an appeal to reason; it calls for the exercise of 
mind as well as muscle; it furnishes comforts 
and stimulates purposeful effort; it provides 
dressings for surgical wounds and instills sound 
health habits; it aids the natural recuperative 
processes and develops social discipline; it ex- 
pedites recovery and strengthens character. Its 
aim is restoration of the adult to his ordinary 
state of health and usefulness and of the child to 
the normal activities of childhood. Convalescent 
homes save, or should save, their patients from 
breakdowns; they save, or should save, the com- 
munities they serve, the cost, and their patients 
the anguish of repeated illness. A convalescent 
home is, of course, no panacea for our various and 
sundry ills; it is, however, when properly con- 
ceived and managed, an important community 
asset. 


@ The proper carrying out of a convalescent pro- 
gram requires medical guidance, community pol- 
icy, efficient organization, adequate plants, and 
funds. 

E. H. L. Corwin, M. D. 
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The Institutional Department of Anesthesia 


HELEN LAMB 


garded as a separate and unattached service 

in the hospital, but rather as a cooperative 
service in the surgical department for which it 
exists and under which it functions. As the 
surgical service of the hospital broadens its 
scope, its anesthesia department naturally intro- 
duces correspondingly progressive techniques. In 
fact it may be said that the department of anes- 
thesia of a modern institution reflects in its tech- 
niques and mechanical equipment the activity and 
scope of its parent surgical service. 


Te department of anesthesia is not to be re- 


In this connection, it is to be noted that not 
only has the variety of anesthetizing equipment 
kept pace with the increasing demands of modern 
surgical procedures, but these mechanisms have 
been materially refined in accuracy, and as a re- 
sult it is possible today for a skilled anesthetist 
to administer general anesthesias with a precision 
completely undreamed of a few years back. 


All of this leads us to the obvious conclusion, 
that with this broad variety of methods of usage 
of the several very necessary agents, the modern 
department of anesthesia must be equipped with 
a quite varied mechanical equipment, ranging all 
the way from “vest pocket” dropping bottles, and 
similar simple accessories, to the more or less 
bulky anesthetizing machines equipped to deliver 
half a dozen or more anesthetizing and accessory 
gases and vapors. 


Anesthetic Administrative Equipment 


As a simple illustration of the variations which 
must necessarily exist in the methods of admin- 
istration of anesthesia, let me point out that the 
usage of just one single anesthetic agent implies 
the utilization of many essentially different tech- 
niques, according to the operative procedure for 
which it is in that exact case being administered. 
For instance, in the case of ether, a “drop-mask- 
inhalation” is desirable for some procedures, 
whereas “oral-insufflation” is preferable in others, 
but this in turn is less suitable than “endo-phar- 
yngeal-insufflation” in a still different type of sur- 
gical procedure; and all of these yield to “endo- 
tracheal-insufflation” in still other types of cases. 


This multiplicity of methods of administration 
is still further added to when other general an- 
esthesia agents are introduced, the anesthetic 
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gases particularly, which while permitting a “‘val- 
vular-mask” administration in many cases, require 
“endo-tracheal-inhalation” delivery in others. The 
rectal administration of basal anesthesia adds 
still further to the techniques to be employed. 


At this point, perhaps, the question presents 
itself “What constitutes a satisfactory anesthetic 
administrative equipment for a modern hospital?” 
While the reply to that question is of course in- 
separably intertwined with, and influenced by, 
the activity and scope of the surgical service of a 
particular institution, several specific require- 
ments may be stated as a minimal recommenda- 
tion for a progressive department of anesthesia. 


Ether. To start with, ether, the indispensable, 
when used alone should not by reason of lack of 
equipment be limited to merely a “drop-mask” 
delivery to the patient, but should have available 
the following specific group of accessories to per- 
mit its usage by techniques more desirable for 
many surgical procedures: 


1 Mouth hook, for oral insufflation 


2 Nippled airway, for oro-pharyngeal in- 
sufflation 


3 Nasal catheter, for naso-pharyngeal in- 
sufflation 


4 Tracheal catheter, for endo-tracheal in- 
sufflation 


5 Controllable and safety-valved supply of 
compressed air (or oxygen) with which 
to insufflate the vapor, and a vaporizing 
jar coupled into the insufflation circuit. 


Many very satisfactory circuits of this 
sort are manufactured. No _ institution 
should be without at least a home-made 
equivalent—but such home-made appara- 
tus must be designed skilfully to provide a 
positive and measurable control of the vol- 
ume of air flow, and a control of the 
amount and rate of liquid ether admitted 
to the circuit; and above all, a dependable 
and accurate gravity safety valve (a so- 
called mercury manometer) to make im- 
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possible the delivery of the insufflated mix- 
ture at a pressure which would be trau- 
matic. f 


Gaseous agents. As we turn now to consider 
the gaseous anesthetic agents, we find that even 
a broader specification of minimal equipment be- 
comes necessary if advantage is to be taken of 
the specific characteristics of each of these newer 
agents, and of the advanced techniques by which 
they may be administered. 


No longer may the anesthetizing machine be 
the old-fashioned ‘“gas-oxygen” device which 
limited administration to one—anesthetic—gas- 
plus-oxygen, by a continuous flow method which 
is costly to both the hospital’s budget and the 
patient’s well-being. Today’s techniques require 
that the anesthetizing machine be equipped to 
deliver several gases (some anesthetic and some 
accessory) and to deliver them in accurately con- 
trolled but widely varied volume according to the 
method required by the surgeon, and the partic- 
ular surgical procedure being performed. 


As a matter of fact, it is my own opinion that 
a hospital of today, with a progressive surgical 
service that expects the advantages of modern 
agents and techniques, should be equipped with 
anesthetizing machines of sufficiently advanced 
design that the anesthetist may administer all of 
the following gases with the one mechanism: 


Not less than two anesthetic gases (nitrous 
oxide and ethylene or nitrous oxide and 
cyclopropane) 


Not less than two metered flows of oxygen 
(one of them a fine flow for metabolic oxy- 
gen during carbon dioxide absorption tech- 
nique and one of them a very coarse flow 
for hyperventilation emergency insuffla- 
tion or resuscitation) 


One fine flow of carbon dioxide 
One ether vapor flow 
One flow of helium 


The major anesthetizing machines in our own 
institution carry a slightly wider provision than 
that, but that is because in the school of anes- 
thesia for nurse anesthetists which we conduct, 
we necessarily teach the administration of all of 
the accepted gaseous anesthetic agents, whereas 
a non-teaching institution would probably elimi- 
nate at least one of them. 


Before leaving this phase of my subject, I would 
like to emphasize the importance that each gas 
anesthetizing machine be provided with a soda- 
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lime circuit, so that the carbon dioxide absorp- 
tion technique of administration may be used— 
which method, as I have already intimated, is the 
economical, efficient, and altogether superior tech- 
nique for the conduct of nearly all “gas” anes- 
thesias. 


As a final recommendation in this connection, 
I also strongly urge that every department of 
anesthesia be equipped with a complete set of at- 
tachments for the endo-tracheal administration 
of anesthetic and resuscitative gases. It is im- 
portant that this technique of positive delivery of 
the gases to the tracheal bifurcation may be avail- 
able for not only those surgical procedures in 
which it is preeminently indicated, but also for 
unpredictable emergencies in which resuscitative 
measures become necessary, the successful termi- 
nation of which amply repays for the equipment 
and skill called for by the method. These par- 
ticular accessories are not many—consisting 
chiefly of a laryngoscope, some vari-sized tracheal 
catheters with inflatable balloons, and simple 
adapters by means of which to connect the cath- 
eters to the anesthetizing machine. 


Organization of an Anesthesia Department 


Turning to the subject of organization or con- 
duct of a department of anesthesia, it is to be 
borne in mind that one of the department’s prime 
functions is to furnish the surgical service with 
not only the most skilled and effective service, but 
also to provide it with continuous, uninterrupted 
service throughout the twenty-four hours of each 
day. This implies that while all of the anesthetic 
staff perform active duty during the busy morn- 
ing and mid-day hours, portions of the staff should 
be recessed during afternoons, in order that they 
may be efficiently available for emergency duty 
during night or holiday periods. The anesthetic 
staff should be sufficiently large to permit this 
staggering of duty hours. Experience has shown 
that reasonable periods of relief from active duty 
are necessary if the efficiency of the service dur- 
ing “call” or “night” periods is not to be impaired. 


Training the Nurse Anesthetists 


Many of the hospitals and larger clinics for 
various practical reasons, began some twenty-five 
years ago to use nurse anesthetists, with such sat- 
isfactory results that the number of institutions 
so functioning today is quite large. In connection 
with this development, the need naturally pre- 
sented itself for establishment of technical 
courses, to train graduate nurses of skill and ex- 
perience for this special field; as a result, several 
such schools function throughout the country, one 
of which is conducted at our own hospital. 
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This particular type of education entails specific 
responsibilities upon the institution which en- 
gages to train in it; and very definite standards 
have been set up surrounding such education and 
training. Some of the simpler details of these are 
of interest to every institution which now does, or 
may in the future plan to, utilize nurse anesthet- 
ists. Very briefly, the highlights of the accepted 
standards, now published, are as follows: 


Schools of anesthesia for nurse anesthetists 
should be established in only those hospitals which 
have an active surgical division, embracing prac- 
tically all types of surgical cases—and the size 
of the student body in such schools should be lim- 
ited to that number which can receive the full 
stipulated number and variety of surgical cases 
during the period of training. 


Particular emphasis must of necessity be laid 
upon candidate’s qualifications for the work be- 
fore acceptance for enrollment in the course. 


The person who is to direct the actual educa- 
tion of the nurse anesthetist should have a per- 
sonal, intimate understanding of the practical 
problems presented by this type of training. Ex- 
perience has shown that a most effective person 
for this office is the nurse anesthetist who has a 
special interest in teaching and an interest in 
the broad future of the work. She herself, of 
course, must possess sound educational back- 
ground, be professionally expert, and should have 
not less than five years of continuous current ex- 
perience as an anesthetist before undertaking 
such teaching responsibility. 


The students themselves should receive prac- - 


tical training on not less than three standard 
makes of anesthetizing machines to familiarize 
them with the fundamental principles which un- 


derly all these mechanisms, and to equip them 
to both skillfully operate and maintain types with 
which they come into contact out in the field. 


Organized didactic classroom instruction, as 
well as practical operating room instruction and 
clinical observation, are to cover all the standard 
“general anesthesia” agents—specifically ether, 
nitrous oxide, ethylene, cyclopropane, chloroform, 
and ethyl chloride. Similar training, both theo- 
retical and practical, is to be given in the aux- 
iliary gases—oxygen, carbon dioxide, and helium, 
as well as instruction in and experience with 
avertin and other basal anesthetics. 


The techniques of administration taught are to 
cover not only such standard procedures as mask 
inhalation, pharyngeal insufflation, etc., but also 
newer specialized procedures such as endo-trach- 
eal inhalation. 


Conclusion 


In closing, may I repeat my conviction that one 
of the merits of an organized department of anes- 
thesia lies in its readiness and ability to yield 
uninterruptedly continuous institutional service, 
available at all times of night or day for routinely 
scheduled cases, for emergency cases which come 
in unexpectedly from outside, and for those emer- 
gencies which arise within the institution itself 
at unpredictable hours, wherein promptness of 
action may be paramount. And finally, may I 
point out that from an economic standpoint, the 
well organized department of anesthesia enables 
its institution to give to its community a service 
of great public merit and value in the form of 
skilled anesthesias at costs which are within the 
means of the average patient of moderate cir- 
cumstances. 
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Hospitals and Institutional Pharmacists 


An Open Letter to All Hospital and Institutional 
Pharmacists: 


In the creation of a Hospital and Institutional 
Pharmacists Division of the International Drug 
Club, our branch of pharmacy is being signally 
honored. 


The International Drug Club, headed by Dr. 
William Jay Schieffelin, is the drug industry’s 
participation in the New York World’s Fair. Its 
purpose is to establish a social center for the pro- 
fession in all its branches in the Hall of Pharmacy 
and to spread the gospel which will unite the vari- 
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ous parts connected with our calling—the strictly 
professional represented by our branch, with the 
manufacturing, research, retail, and wholesale. It 
is obvious that the motive is worthy and deserves 
the support of all our votaries. 


Please communicate with the undersigned and 
complete details will be forwarded at once. In 
the interest and for the special betterment of the 
hospital and institutional pharmacies, I respect- 
fully solicit your cooperation. 

Morris Dauer, 
Pharmacist, King’s County Hospital, 
Brooklyn, New York 
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Control of Supplies in a Small Hospital 


ROBERT G. BOYD 


and issuance of supplies is one of the most 

important factors in the sound management 
of a hospital. The administrator must have this 
control to eliminate waste and duplication in the 
consumption of supplies, and to gauge accurately 
what he should buy and in what quantities. 


Ta proper control of the purchase, inventory, 


In Puerto Rico—perhaps more than in any 
community in the Continental United States— 
it is necessary to keep on hand supplies essential 
to the many vital procedures in a hospital. Be- 
cause of the limited market, the local hospital 
supply houses can not be expected to keep in 
constant stock the consumable supplies that we 
require routinely. 


Developing an Adequate System 


In our hospital we have been interested in 
working out first, a list of standard supplies to 
be stocked in our central storeroom, and then a 
system of purchase and issuance that is both 
effective and relatively simple. For what we have 
accomplished in this connection, we are indebted 
to advice and help from many sources among 
which were many contacted at last year’s Insti- 
tute for Hospital Administrators at Chicago. 
Above all, it has been especially emphasized to 
us all along the way that our planning could not 
possibly have been carried into practice without 
close cooperation, interest, and suggestions from 
doctors, nurses, and all others in key positions 
within our hospital. 


Receipt and Storage of Supplies 


All our incoming supplies are entered through 
our receiving door, where some one is on duty 
from 7:00 a. m. until 5:00 p. m. every day, ex- 
cept Sundays. At this door, there is a copy of 
every order, which shows both quantity and price, 
as well as other necessary specifications, for every 
article received. The person on duty at the door 
checks every order for quantity (including weight, 
by means of a large scale located right at the 
door) and other specifications, and then signs any 





Author’s Note: Presbyterian Hospital, San Juan, Puerto Rico, 
is a 115-bed institution with a nurses’ training school and a 
relatively large out-patient clinic, owned and operated by the 
Board of National Missions of the Presbyterian Church, in the 
United States of America, and directed by F. G. Irwin, M.D. It 
is approved by the American College of Surgeons and by the 
American Medical Association. 
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delivery order that may be presented by the de- 
liveryman. 


One of the duties of our inter-departmental 
messenger boy is to pick up incoming supplies 
at the receiving door at least every half hour 
and deliver them to, and get the signature of, 
the head of whatever unit is designated on the 
receiving door copy of the order. However, all 
supplies for the central storeroom are picked up 
at the receiving door only by the central store- 
room clerk, and all foodstuffs for immediate con- 
sumption in the dietary department are delivered 
immediately to the large refrigerator at one side 
of the receiving door, or to the foodstuffs store- 
room at the other side of the door. By a drive- 
way, which extends past the receiving door to 
the back of our central storeroom, supplies re- 
ceived in large quantity for the central storeroom 
are delivered there direct and checked on the spot 
by the inventory clerk and the storeroom clerk. 


Supplies from the large refrigerator and the 
foodstuffs storeroom are issued throughout the 
day by the person on duty at the receiving door, 
but only on written requisition (in a notebook) 
from our chief dietitian. 


All pharmaceuticals, and most of the supplies 
and materials for our laboratory, and upkeep and 
x-ray units, are sent direct to the respective units 
from the receiving door, and are stored and issued 
outside our central storeroom system under the 
responsibility of the respective unit heads. 


Written Order at Receiving Door 


There is a written order posted at the receiving 
door describing the duties and responsibilities and 
the hours for each of four persons who work 
there. For this coverage, we rely mainly upon 
our storeroom clerk and on one other employee. 
In emergencies, for short periods, our housekeeper 
or messenger is on duty. 


The responsibility for the proper functioning 
of the receiving door is centralized in the central 
storeroom clerk. He has to see that incoming 


HOSPITALS 








mel 
mo 
to - 
doo 
anc 
pos 
cor 
cen 
cle. 
sto 


all 
spe 


inis- 
uan, 


de- 


ntal 
lies 
our 
of, 
the 
all 
up 
re- 


red 
ide 
re- 
ve- 

to 
re- 
om 
ot 


he 
he 
or, 


es 
nd 
ts 
ad 
ne 








merchandise has been checked properly and is 
moved away from the door as rapidly as possible 
to its proper destination—and that the receiving 
door copies of all orders are approved by himself 
and sent to the cashier-bookkeeper at the earliest 
possible moment. He also has to be sure that all 
copies of orders for supplies destined for the 
central storeroom are approved by the inventory 
clerk before the supplies are entered into the 
storeroom. The approval of the inventory clerk 
on each of these orders shows that she has posted 
all the necessary incoming quantities to the re- 
spective perpetual inventory cards. 


Control of Purchases 


All orders for supplies, except foodstuffs for 
immediate consumption, must be signed by the 
business administrator, or by the medical director 
in the absence of the former. The medical direc- 
tor holds the business administrator responsible 
for keeping all purchases within the budget, but 
has additional close control over these through 
monthly reports on the status of the appropria- 
tions and a proviso that all orders in excess of 
$50 must be approved individually by the medical 
director.* The chief dietitian orders all foodstuffs 
for immediate consumption, and approves all the 
corresponding invoices for payment, and is re- 
sponsible for keeping within her yearly appropria- 
tion. Canned fruits and vegetables used in large 
quantities are ordered by the business adminis- 
trator (after consulting with the chief dietitian) 
for an entire year, in two deliveries, are stocked 
in the central storeroom, issued weekly to the 
small foodstuffs storeroom, and then requisitioned 
from there as needed for immediate consumption 
from day to day. They are considered as con- 
sumed as soon as issued to the small storeroom. 


All orders are numbered, and prepared in tripli- 
cate: one copy for the vendor, one for the receiv- 
ing door, and one remaining in a permanent binder 
in the office of the business administrator. The 
numbering of the orders, of course, helps the 
business administrator keep a register to prevent 
the accumulation of accounts payable beyond the 
appropriated limits for the respective groups of 
supplies. 


Verbal Orders 


Telephoned orders are kept to a minimum, but 
when definitely necessary a written confirmation 
is prepared while the order is being telephoned, 
and then the usual copy is sent to the receiving 





*It should be noted especially in connection with all these 
arrangements that our organization is a little different from 
that of many hospitals in that our medical director is the execu- 
tive officer of the hospital; and in administrative matters of this 


kind the business administrator acts as assistant administrator. 
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Presbyterian Hospital, San Juan 


door. Such orders are given only by the business 
administrator, or his secretary, the pharmacist, 
the chief dietitian and by the medical director. 


Payment of Invoices for Supplies 


As soon as received, all invoices go to the 
cashier-bookkeeper over the desk of the business 
administrator. In this way, there is a double 
check to make sure that advantage is taken of 
all cash discounts. The business administrator 
does not sign a check for any invoice without 
comparing the latter with the corresponding Re- 
ceiving Door copy of the order to be sure that: 


1 The quantities and specifications are the 
same. 


2 The prices are as specified in the order, in- 
cluding all trade and cash discounts. 


3 The transportation charge, if any, corre- 
sponds to the mode of shipment specified in 
the order, and to the point of shipment speci- 
fied in the order (namely: f.o.b. factory, 
f.a.s. New York City, c.if. San Juan, or de- 
livered at the hospital). 


4 All the merchandise for which payment is 
being made has been received in good order 
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Nurses’ Home 


and delivered to the proper places as shown 
by the check marks and initials of the re- 
ceiving door clerk on the latter’s copy of the 
order. 


5 The inventory clerk has initialed the copy of 
the order, thus showing she has noted on the 
perpetual inventory cards any merchandise 
entered into the Central Storeroom. 


Difficulties in Standardizing 


After three years of working toward a standard 
list of supplies to be kept in our central store- 
room, we still have to keep adjusting our records 
for the purpose of showing what should not be 
stocked and what should, and in what quantities. 
We have found, however, that once the system is 
functioning smoothly these adjustments can be 
made with a minimum of effort. There are two 
principal factors which make these changes neces- 
sary: 


1 Alterations in medical, surgical, or nursing 
technique. These, in turn, have arisen either 
from improvements in technique or, to a 
much less extent, from doctors (with their 
individual preferences) coming and going 
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from our medical staff and being absent on 
vacations or extensive professional trips. 


2 Elimination of waste and duplication result- 
ing from the much tighter control resulting 
from the system established for the issuance 
and use of supplies from the central store- 
room. 


Classifying the Supplies in Central Storeroom 


We classified the supplies in the central store- 
room into a standard list in such groups as would 
best enable the requisitioners to locate quickly 
what they needed. 


STANDARD LIST 


C—Canned Foods 

DC—Dishes, Children’s Ward 
DP—Dishes, Private and Semi-Private 
DS—Dishes, Staff 

DW—Dishes, Ward (All Other) 
E—Enamelware (and Aluminum and Stainless 
Steel Ware) 

FD—Forms, Dietary 

F—Forms, All Other 

G—Glassware 

10 HN—Hypodermic Needles 

11 L—Laundry Supplies 

12 N—Nursing Supplies 

13 O—Office Supplies 

14 R—Rubber Goods 

15 SD—Surgical Dressings 

16 SN—Surgical Needles 

17 U—wUpkeep and Miscellaneous Supplies 


CON AoPwWNe 


Both the groups and the articles within them 
were, of course, listed in alphabetical order. In 
doing this, we tried always to list the name most 
commonly applied to each article and, in the cases 
where those names comprised two or more words, 
attempted to place first the word that would first 
come to mind in ordering. For example, “Re- 
ceipt Books” were listed as such, instead of 
“Books, Receipt.” Then, within each group, we 
gave a number to each article in the alphabetical 
order listed; but left a gap of either 9 or 4 units 
between each article for new listings as needed. 
For instance, our “S—Surgical Dressings” group 
starts like this: 


S-10 Absorbent Cotton, Best Quality, 1 lb. rolls 
S-20 Absorbent Cotton, Hospital Grade, 1 lb. rolls 
S-30 Bandage Rolls, 10 yds. x 36”, 44 x 40 mesh 


The order adopted for articles of the same 
name, but of different sizes was smallest to 
largest. At the end of each group a reasonable 
number of spaces was left to take care of new 
numbers and articles as needed in the future. 


Breakage, Exchange and Other Details 


At the end of the mimeographed list of sup- 
plies, prepared as described above, we included 
the following instructions: 


“In preparing requisitions for these sup- 
plies please observe the following rules: 
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“1 Show exact quantity desired in every 
case, and in the units shown on this list. If 
no unit is shown on this list, it means that the 
unit is “each.” 


“2 Every article requisitioned from the 
glassware (G) and dishes (DC, DP, DS and 
DW) groups must be reported on a Breakage 
Report form (F-80) accompanying the re- 
quisition. 


“3 Every other article of a non-consum- 
able nature such as surgeon’s gloves, mops, 
brooms, hypodermic needles, catheters, etc., 
must be entered on the requisition with an 
‘EX’ to show it is for exchange. Each article 
of this kind must be delivered to the store- 
room clerk or his assistant by 4:00 p. m. 
every Tuesday, except for articles from the 
nursing department which are to be delivered 
to the nursing office every Monday. 


“4 All requisitions from nurses must bear 
the written approval of the director, or as- 
sistant director, of nurses. 


“5 All weekly requisitions must be com- 
plete—and in the hands of the business ad- 
ministrator by 8:00 a. m. every Wednesday. 
Before supplies are issued, the requisition 
must bear the written approval of the busi- 
ness administrator—except in emergencies. 
No articles will be issued at any other time or 
in any other way—except in emergencies. 


“6 In case of emergency: 

a—Written requisition may be ap- 
proved by the business administrator 
for issuance by the storeroom clerk. 

b—The director of nurses or assis- 
tant director of nurses may personally 
enter the storeroom, take what is 
needed and properly note what is 
taken on the form for this purpose 


F-680—5M—11-30-38 


DOOMNCNOIE ooo caile KViaade acces 
Signed by Dept. Head........... 
PDDPOVER OF ccc sc ccectecnccesees 





Requisition for Supplies from Storeroom 


which is nailed to the back of the 
storeroom door. 


“7 No one except the following may enter 
the storeroom: Medical director, business ad- . 
ministrator, director of nurses, assistant di- 
rector of nurses, storeroom clerk, or his as- 
sistant. However, under special circum- 
stances the medical director, the business ad- 
ministrator, or the director of nurses, may 
give written permission for other persons to 
enter the storeroom. Such written permits 
must be delivered to the storeroom clerk, or 
his assistant, before entering the storeroom.” 


Breakage and Exchange 


Employees are charged for “breakage” for 
which they are clearly responsible. If no person 
is responsible, the head of the unit concerned 
must nevertheless show the item on his breakage 
list, with a very brief explanation of the occur- 
rence. The director of nurses receives and checks 
the “exchange” from her units, not only because 
she knows best whether these articles are no 
longer serviceable for their specific purposes, but 
also because she can best determine whether 
they can be used further (for some other pur- 
poses). An example in point is rubber catheters 
which, when they have outlived their usefulness 
as such, can be used as drainage tubes and tour- 
niquets. “Exchange” from units outside the 
nursing department is checked by the business 
administrator. 


Requisition Form 


On one side of one sheet are printed the code 
numbers shown in the standard list of the 775 
articles stocked in the central storeroom, each 
number being followed by a space where the quan- 
tity required may be filled in. The following shows 
the setup of just the upper part of this form: 


PRESBYTERIAN HOSPITAL 
Santurce, Puerto Rico 


Date: BabatieRn 6.6. cccedenscce 
All RECMVOR Ges kk. ceccckcdins 
POM Bia bodied a iene cuctueaes 


Code Quantity Code Quantity Code Quantity Code Quantity Code Quantity Code Quantity Code Quantity Code Quantity 


Cc E— 80...... F— 50...... G—240...... 

E— 90...... F— 60...... G—245...... 

C— 10...... E—100...... F— 70...... G—250...... 
C— 20...... E—110...... F— 80...... G—255...... 
C— 30...... E—120...... F— 90...... G—260...... 
C— 40...... E—130...... F—100...... G—265...... 
C— 50...... E—140...... F—110...... G—270...... 
C— 60...... E—150...... F—120...... G—275...... 
C— 70...... E—160...... F—130...... G—280...... 
C— 80...... E—170...... F—140...... G—285...... 
C— 90...... E—180...... F—150...... G—290...... 
C—100...... E—190...... F—160...... G—295...... 
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N— 40...... O—450...... S) U—270...... 
N— 50...... O—460...... U—275...... 
N— 60...... O—470...... S— 10...... U—280...... 
N— 70...... O—480...... S— 20...... U—285...... 
N— 80...... O—490...... S— 30...... U—290...... 
N— 90...... O—500...... S— 40...... U—295...... 
N—100...... O—510...... S— 50...... U—300...... 
N—110...... O—520...... S— 60...... U—305...... 
N—120...... O—530...... S— 70...... U—310...... 
N—130...... O—540...... S— 80...... U—315...... 
N—140...... O—550...... S— 90...... U—320...... 
N—150...... O—560...... S--100...... U—~325...... 








To be able to determine the articles as coded 
on this requisition form the heads of the units 
ordering each week from the central storeroom 
are supplied with a mimeographed list showing 
a complete description of each article beside its 
code number as well as the unit (if other than 
“each”) in which the article is to be requisi- 
tioned. At the end of each group on the mimeo- 
graphed list is a space for the insertion of num- 
bers and specifications of new articles, if and 
when it is found clearly necessary to add them 
to the standard list. Also, at the end of the requi- 
sition form are a number of spaces for the listing 
of numbers not printed on the form. 


Advantages of Requisition Form 


At first glance, it might appear that the ab- 
sence from the requisition of the name of the 
article and of the unit in which it is issued would 
be too time-consuming for the director of nurses 
and the business administrator in checking and 
approving the requisitions, for the storeroom 
clerk in his issuance, and for the unit heads in 
their checking, but we have found the extra time 
required is more than worth while in conducing 
to greater care and accuracy all around. It also 
should be mentioned that the absence of all non- 
essential information from the requisition form 
is of great help to the inventory clerk when 
she has to perform her additions by the “peg” 
system. 


Check Against Previous Requisitions Aids in 
Control 


After the issuance, the requisitions from each 
unit are kept in separate binders by the inven- 
tory clerk, and thus are readily at hand to be re- 
ferred to frequently when the requisitions of the 
nursing department are checked each week by the 
director of nurses, as well as when the requisi- 
tions from all the units are checked by the busi- 
ness administrator. In this way, unnecessary 
hoarding on the floors is rapidly eliminated as 
the system begins working efficiently and the 
director of nurses and the business administrator 
become accustomed to gauging accurately the 
actual needs. 


Delivery of Supplies 


The supplies covered by the weekly requisitions 
are delivered by the storeroom clerk on Thursday 
and Friday afternoons according to a written 
schedule, a copy of which is in the hands of the 
one in charge of each of the 17 different units 
requisitioning supplies. By this schedule, 15 min- 
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utes are allowed at each place. If the head of the 
unit, or someone designated by him, should not 
be available during the period specified, the sup- 
plies for the units are returned to the central 
storeroom, and must be called for at the store- 
room the following Saturday afternoon. 


Minimizing Labor of Posting to Perpetual 
Inventory Cards 


Probably the most often heard objection to 
using a perpetual inventory system in a small 
hospital is the amount of detail involved in post- 
ing the quantities issued to the individual cards. 
We feel we have largely eliminated this objection 
by posting the totals issued once a month, in- 
stead of each week, resulting in 12, instead of 
52, as the maximum possible number of postings 
on the perpetual inventory cards for the issuances 
of any given article during the course of a year. 
We avoid making the weekly postings by convert- 
ing a blank requisition form into a weekly sum- 
mary sheet each week, and showing on the latter 
the total quantity of each item issued to all the 
units during the week. At the end of each month, 
the figures on the weekly summaries pertaining 
to the given month are added and the resulting 
totals are the figures posted to the perpetual 
inventory cards. To facilitate the additions that 
have to be made each week from the 17 requisi- 
tions, we use what is sometimes called the “peg” 
system. For this purpose, we had a special board 
constructed on which the 17 requisitions are 
placed and the additions are carried across item 
by item—with the aid of a guide like a “T” square 
—and the total for each item is placed on the sum- 
mary sheet, which is placed as the last sheet on 
the extreme right on the board. 


Conclusion 


Our experience in setting up and using a cen- 
tral storeroom with perpetual inventory records 
has shown without the slightest doubt that both 
are money-saving and extremely advisable in 
other respects for a hospital as small as 100 beds 
in capacity. However, these in themselves, of 
course, are not sufficient, but must be installed 
as part of a well planned and centrally controlled 
system for the ordering, receipt, payment, stor- 
age and issuance of all the supplies consumed in 
the institution. In planning and setting up the 
complete system we have found it advisable to 
centralize as much as possible, but always striv- 
ing for what might be termed “a maximum of 
flexibility with a minimum of loopholes,” in order 
to avoid red tape and unjustifiable added expense 
in personnel and materials. 
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Modernizing the Hospital Room 


M. F. STEELE, M.D., F.A.C.H.A. 


EBSTER’S definition of “hospital” is 
W = institution for the treatment and 

care of the sick.” In earlier days the 
furnishings of hospital rooms were reduced to 
the mere necessities. In fact the grim austerity 
which met the eye of the weary patient as he 
entered his room completed his firm conviction 
that he was truly divested of all earthly things 
and well on the road to eternity. The modern 
hospital is maintained not only for the care of 
the sick and injured but for their comfort—and 
the definition of comfort is to console, strengthen 
and inspire. With this thought in mind we are 
endeavoring to make our hospital rooms as at- 
tractive as possible. The problems presented in 
the rejuvenation project are many. Sometimes 
it is a question of “dressing up” an old room to 
suit the modern trend, and frequently physical 
changes are required to meet the ideas of the 
decorator. The hospital budget of course is the 
all important factor in whether to modernize or 
not to modernize. 


Walls 


The average sick person is usually difficult to 
please, and an easy prey to all disturbances, minor 
or otherwise. If we can add to his comfort and 
aid in his recovery by assuring him excellent 
ventilation, satisfactory lighting facilities, rest- 
ful rooms and freedom from disturbing noises 
then we have a clear duty before us. 


The greatest offender in the hospital room— 
from the viewpoint of the patient—is the dull, 
uninspiring, definitely annoying blank white of 
the walls. White, while restful under certain cir- 
cumstances, may prove a most trying base 
for vivid nightmare pictures painted by the 
poor patient who must stare at a blank wall 
day after day. In a small room, for example, 
it would be well to strive for the effect of spa- 
ciousness. This may be accomplished by using 
some of the newer colors, either in conventional 
patterns, or in blending shades. Brilliant colors 
or dark extremes should be avoided. 


With these points in mind we set out to make 
the patient’s “first impression” of a room one of 
comfort and restful beauty, and during the past 
few years nearly seventy-five per cent of the 
rooms in Grant Hospital have been modernized. 
This matter of rejuvenation has required careful 
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thought. First, we considered the color of the 
walls and the quality of the paint to be used. 
Our preference has been the soft light tints, rang- 
ing from ivory to peach. These tints prove both 
restful and cheery. 


Lighting Fixtures 


In the study of lighting fixtures we found that 
two types were necessary—general and supple- 
mentary. The indirect center light sheds a soft 
diffused glow. The correct use of lights is very 
important. Not only must the reflections from 
sunlight and natural daylight be directed to the 
best advantage in relation to the patient, but 
overhead lighting is of vital importance. In a 
large room the space may be broken by placing 
lights in different sections of the room. These 
lights with their consequent “shadows” of light 
will make the room more attractive. Diffused 
lighting from the ceiling, or from the side walls, 
is important and of course excellent for the eyes. 


Lighting arrangements for a ward room con- 
taining several beds, present a real problem, par- 
ticularly if separation of beds is effected by means 
of curtains or cubicles. If curtains are used, 
and the room has a high ceiling, the rods for the 
curtains may be placed several feet from the ceil- 
ing so that a natural diffusion of light will take 
place. If the ward room has inadequate window 
space for sufficient daylight (especially where you 
have beds separated by curtained cubicles) the 
overhead lighting must be very effective to over- 
come the handicap. The installation of a good 
bedside light is often necessary and quite useful 
when dressings are being made by the physician. 


Windows 


The question of window shades came next, and 
the decision was in favor of the venetian blind. 
With this blind the light can be well regulated; 
it is easily cleaned and much more satisfactory 
than the old type window shade. 


If an outdoor view is possible the bed should 
be so placed in the room that the patient may 
have the advantage of the view. Where you 
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Medical Record Department 


have at the same time a convenient view of the 
door, the ideal plan is to eliminate the transom. 
(This could not be readily accomplished in our 
hospital because of the size of the doors.) Tran- 
soms in the form of designs may prove distract- 
ing. If ventilation is desired, ventilators may 
be provided in the lower sash of the door. 


We use straight side drapes for our windows. 
These drapes are easily laundered, and being 
straight can be put through the mangle, thus 
avoiding extra charge for hand-ironing. The 
same material is used in the bedside screens. 


Furniture 


Selecting furniture was interesting but diffi- 
cult. We realized that the manufacturers of hos- 
pital furniture had also been thinking along mod- 
ernization lines for a more homelike appearance. 
Many styles have been developed, and some new 
pieces, such as flower stands, over-bed tables, at- 








Large Private Room 
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tractive dressers, and all types of chests and 
chifferobes depending on the closet space provided 
in the room. 


We selected both wooden and metal suits. Our 
hospital beds are now as attractive as any of the 
latest models designed for home use, the only 
points of difference being the crank at the foot 
of the bed, and the side-crank which lifts the 
head. 


Each room is furnished with a dresser. The 
large rooms are supplied with a chest of drawers 
of splendid construction and dust-proof; two 
over-stuffed chairs, one with ottoman for the com- 
fort of the convalescent patient. After much 
searching and experimentation we chose wash- 
able leather for the majority of our easy chairs. 
Where fabric covering was used we found that 
the zipper fastener gave a neater appearance 
and proved a boon in cleaning the cover. 


All our mattresses are the spring air or inner 
spring, sturdily built so as to permit frequent 
sterilization, and at the same time affording the 
patient a very comfortable bed—a great contrast 
to the universally known “hard hospital mat- 
tress.” 


One of the great discoveries in hospital furni- 
ture has been the over-bed table. This conven- 
ient table enables the patient to eat his meals in 
comfort. The table can be arranged at the height 
desired, and has easily operated elevating cranks. 
The center panel can be tilted at any desired 
angle, for holding a book, magazine, or writing 
materials. 


The bedside cabinet enables the patient to keep 
many personal articles well within reach. These 
cabinets are equipped with thermos pitchers—a 
decided improvement over the once prevalent open 
glass pitcher filled with cracked ice. It is also 
more economical. 


The scatter or throw rugs are of a good grade 
of carpet which will clean easily. The color in 
the rug blends with the walls, drapes and fur- 
niture. 


Another item (which by many might be con- 
sidered unnecessary) is a suitable picture or 
pictures—depending on the size of the room. 
Etchings and pastels are favored. 


Some of the larger rooms have flower tables 
with a composition top which prevents marring, 
On all dressers and desks (a few rooms boast a 
desk) we use the plate glass as a means of pro- 
tection. 


If you will visualize one of these modernized 
rooms I am sure you will agree that the average 
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Emergency Room 





patient on entering the room would feel that he 
was a guest rather than a hospital patient. With 
seventy-five per cent of our hospital rooms thus 
refurnished we decided to rejuvenate the remain- 
ing twenty-five per cent. Instead of new furni- 
ture the best of the old was repainted by our 
maintenance department and in most cases given 
a two-tone effect. New bedside tables were fur- 
nished, and many minor comforts cared for in 
the way of extra equipment. 





Emergency Room 


Last summer we turned our attention to the 
emergency room. The location of this room had 
been a bone of contention for many years. We 
found it possible to change it to the south side of 
the building which made it more accessible for 
emergencies. (See cuts.) As you will note the 
ambulance drive is adjacent to the entrance to 
the emergency room. This room can be identi- 
fied by the glass bricks which were used in 








Ambulance Entrance 
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its construction. A large glass marquee, with 
steel supports, protects ambulance patients in 
inclement weather. The admitting offices connect 
with the emergency room. If the patient is to 
be taken to a room direct elevator service is avail- 
able if an emergency case the emergency room 
is opposite the elevator thus affording prompt 
attention. Twenty-four hour nursing service is 
provided in the emergency room, with all sup- 
plies on inventory—which is perpetual in this 
particular department. The pictures show the 
special equipment: available. The floors are of 
mosaic tile, and the lighting is indirect supple- 
mented by portable spot lights. 


Record Department 


During the past year a step forward has been 
made in our record department in the way of new 
equipment. Our office, though not spacious nor 





Small Private Room 


pretentious, has been arranged to utilize every 
nook and corner, thus making for greater effi- 
ciency. Filing cases, ceiling high, on each side 
of the room at the entrance, snugly fill in the 
spaces left by the removal of old fashioned man- 
tles. Filing cabinets lining one side of the room, 
plus transfer files recently acquired on the other 
side, make it possible to refer to three years’ 
records without leaving the office. Our quarters 
are now situated so that we have light—daylight 
—which, of course, is a distinct advantage. We 
have brightened, rather lightened, our walls in 
a pale green. The inlaid linoleum is a mottled 
pattern, light and cheerful. Desks are near win- 
dows which are dressed with venetian blinds 
(placed too late for the picture). We like our 
new set-up tremendously for convenience, ac- 
cessibility, for just enough comfort, for neatness, 
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and for possibilities. We still hope for further 
improvements. 


Cashier’s Department 


Grant Hospital is a growing concern and the 
cashier’s department handles a large volume of 
important business. We have installed in this 
department a modern electrical bookkeeping ma- 
chine. By this system charges are posted to the 
ledger sheets as they come from the departments, 
and a statement for the patient is made at the 
same time. Thus an exact copy of the hospital 
ledger card is ready for the patient as soon as 
the ledger posting is done. Each department, 
operating room, drugs, cash, etc., is assigned 


an accumulative key on this machine. This key 
names the item, prints the amount on both ledger 
card and patient’s statement, calculates the pa- 
tient’s balance, and accumulates the department 
total with the same operation. A “daily trial 
balance” sheet is taken each evening after com- 
pletion of the day’s work. This is made in dupli- 
cate, one copy for the business office and the other 
for the superintendent. The superintendent thus 
has a complete picture of each day’s work and of 
the current month to date. Both copies are orig- 
inal; no carbons. At the end of the month the 
accumulated totals, including the last day’s “daily 
trial balance” are transferred to the General 
Ledger, becoming a part of the Hospital Monthly 
Report. 





Medical and Surgical Memorial Hospital, 
San Antonio, Dedicates Its 
New Nurses’ Home 


National Hospital Day in past years, and more 
particularly this year, has been made significant 
by the dedication of many new hospital buildings 
throughout the continent. It is particularly ap- 
propriate that dedicatory exercises of this kind 
are arranged in celebration of National Hospital 
Day. 


In keeping with this fine tradition, the Medical 
and Surgical Memorial Hospital of San Antonio, 
Texas, selected National Hospital Day, May 12, 
to dedicate and open its new nurses’ home. The 
home has been named in honor of Mrs. Martha 
Roberson, the superintendent, who organized and 
enrolled the first class of students. The home will 
provide accommodations for fifty students and the 
hostess. The building is four stories in height, 
beautifully furnished, fireproof, and well equipped. 


In addition to its rooms for the student nurses, 
it has two large class rooms and an air-condi- 
tioned assembly and recreation room with a seat- 
ing capacity of 250, located on the ground floor. 


The home is topped by an open-air roof garden, 
sufficiently large for social events and other en- 
tertainment of the students. 





Annual Meeting of the American Dietetic 
Association 


The twenty-second annual meeting of The 
American Dietetic Association will be held at the 
Hotel Ambassador in Los Angeles, California, 
August 27 to 31, 1939. 
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Mary Northrop, King’s County Hospital, Seat- 
tle, Washington, program chairman, has already 
received acceptances from several well-known 
west coast speakers. 


Agnes Faye Morgan, Ph.D., of the University 
of California will speak on “The Dietitian’s Place 
in the Hospital Research Program”; Albert H. 
Rowe, M.D., Oakland, will speak on “Allergy”; E. 
Neige Todhunter, Ph.D., State College of Wash- 
ington, will talk on “The Newer Knowledge of 
Vitamin C in Health and Diseases.” 





El Paso Hospitals Organize Council 


The following hospitals of the city of El Paso, 
Texas, organized a Hospital Council on March 27, 
1939: 


Providence Hospital 
Southwestern General Hospital 
Hotel Dieu 

City-County Hospital 

El Paso Masonic Hospital 


The officers elected were: A. Edward A. Hudson, 
President; Sister Sienna, Vice President; John 
C. Crimen, Secretary-Treasurer. 


The first objective of this newly formed organ- 
ization will be to combine their efforts in planning 
and executing an extensive program for National 
Hospital Day. 


Toledo Hospital Receives Large 
Benefaction 


Toledo Hospital, Toledo, Ohio, will receive ap- 
proximately $590,000 from the estate of the late 
Mrs. Florence Fiske Collins, widow of Frank Col- 
lins, a prominent Toledo industrialist. 
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A Health Insurance System for California 
CHARLES A. DUKES, M.D. 


in California to provide a comprehensive 

health insurance system. Beneficiaries will 
be the average citizens, who will henceforth be 
enabled to underwrite and distribute the costs of 
their own illnesses. The doctors have subscribed 
the resources of their skill to this -project. The 
hospitals have already shown their support by 
forming the various non-profit hospitalization 
pools, of which there are three in California, with 
a combined membership of some 50,000 persons. 


Pin caisorns and hospitals have joined hands 


Principles of the Approved Health 
Insurance Plan 


The outlook, under the California Medical As- 
sociation’s health insurance plan, is, therefore: 


1 Wage-earners may assure themselves of com- 
petent medical attention and hospital care at cost. 


2 Expenses of operating hospitals will be guar- 
anteed, at least in so far as caring for insured 
patients is concerned. 


3 Doctors will not be disturbed in their present 
relationship with patients. 


In attacking the whole problem of illness cost, 
members of the medical group reached much the 
same conclusion previously determined, namely, 
that those in the poverty class have their needs 
met for them and those of better than average 
means can pay their own way, whether it be in the 
doctor’s office or in the hospital. Between these 
two extremes are the people who have long pre- 
sented a problem in illness, both to themselves and 
to those expected to care for them. 


Usually able to support his family in ordinary 
circumstances, the “average” wage-earner fre- 
quently finds himself unable to meet the strain of 
financial emergencies often accompanying severe 
illness. To the hospital he represents, as a pa- 
tient, the basis of a complex problem. To the 
doctors, this average person is often a personal 
friend, but when he is ill he becomes a patient to 
be cured. 


Almost all large institutions are operated on a 
non-profit setup. Many are endowed, their funds 
being held in trust. These moneys, technically, 
cannot be used in caring for indigents any more 
than they can be used for the care of persons able 
to pay. 

But who is able to pay? Is it the man who 
earns $150 to $200 per month and supports a wife 
and children in genteel manner? Can he face ill- 
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ness cost with any sense of security? Some per- 
son can, but many cannot, and the record will 
show that these are the average hospital patients. 
They must not be turned away when they appear 
at a hospital in need of care. They cannot be ad- 
mitted to a tax-supported institution as a free 
case because they are not indigents. Agreed, 
that the hospitals will supply the care in any 
event, but somebody has to pay for the care, the 
hospital expenses are definite, with salaries, 
maintenance, equipment, and countless other 
items. 


The non-profit hospitalization pools have made 
a tremendous step toward meeting the financial 
problems of illness in the average family. The 
doctors have cooperated ; in California the doctors 
are now extending this cooperation to cover all 
health services within their powers and scope. 


The Present Plan 


The idea of health insurance is not new. Cali- 
fornia has had many forms of this enterprise, 
almost entirely under private control. Unfor- 
tunately for the public and for the medical pro- 
fession and hospitals, many of these plans have at 
times resorted to practices not calculated to bring 
about public confidence. However, this very fact 
served in some measure to acquaint doctors and 
hospital leaders with the basic principles involved 
in any such undertaking. Consequently, it was 
possible to place the issue of voluntary health in- 
surance before the profession for a vote. The vote 
for approval came after an intensive study, 
including a vast amount of research by a commit- 
tee of which this writer was chairman. 


The committee found that the public desires 
health insurance. This was evidenced to us in 
numerous ways, such as the tremendous member- 
ship in non-profit hospitalization groups, as well 
as the growth of so-called “hospital associations” 
controlled privately, activities of employers on be- 
half of their employees, group action by em- 
ployees themselves such as the plan recently put 
into effect by the 13,000 city employees of San 
Francisco. We saw, too, the records of demands 
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from policyholders in non-profit hospitalization 
pools for the inclusion of medical services, the 
health insurance platform of our dominant politi- 
cal party in this State of California, the unani- 
mous endorsement of such a system by the farm 
organizations and the State Federation of Labor. 
We found, too, a widespread public approval of 
the announcement that our study was under way. 


As approved by the House of Delegates of the 
California Medical Association, our report recom- 
mended that the safest and most successful or- 
ganization could be worked out by the doctors of 
California as a whole; that the doctors control any 
plan for the establishment of such a service with- 
out allowing private, profit-making interference 
in the relationship between physician and patient, 
patient and hospital, and physician and hospital. 


Thirteen Points of the Approved Voluntary 
Health Insurance Program 


The following thirteen points cover, in general, 
the approved voluntary health insurance program 
in California: 


1 Creation of a medical service organization to 
operate on a non-profit basis. 


2 All doctors of medicine in the state to be 
eligible to render services under the plan without 
special privilege to or discrimination against any 
individual or group of individuals. 


3 Complete freedom of choice to the benefi- 
ciaries of the plan in the selection of a doctor of 
medicine who is willing to render services under 
the plan. 


4 Pre-payment of the cost of medical services 
and hospital care on a monthly budgeting basis, 
all funds collected to be used for defraying cost 
of medical services, hospital care, administrative 
overhead, and the building up of a reasonable re- 
serve for contingencies such as epidemics. Ad- 
ministrative overhead to be maintained at the 
lowest possible figure consistent with efficient op- 
eration and normal growth. 


5 Control of administration and policy of the 
plan to be vested in the medical profession and 
representatives of the public. 


6 Restriction of hospital care to matters in- 
cluded in the statutory definition of hospital serv- 
ices, viz., “Maintenance and care in hospital, nurs- 
ing care, drugs, medicines, physiotherapy, trans- 
portation, material appliances and their upkeep.” 


7 Medical services to be paid for out of avail- 
able pooled funds on the “unit system.” The unit 
system has been determined upon because no other 
method will insure against insolvency or bank- 
ruptcy and because it is evidence to the public of 
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the good faith of the medical profession in the 
developmental period of this plan. 


8 Beneficiary membership in the plan to be 
open to all falling within the restricted income 
groups as rapidly as arrangements can be made 
therefor. 


9 The scope of medical service is contemplated 
to include everything except industrial injuries, 
accidents or illness arising from lawlessness, in- 
sanity, chronic alcoholism and drug addiction. 


10 The administration of the plan to be in 
charge of a board of trustees selected by repre- 
sentatives of the California Medical Association. 


11 A medical director, with necessary assist- 
ants, responsible to the board of trustees and em- 
ployed to serve at its pleasure, shall administer 
the plan and perform the duties usually performed 
by a medical director where beneficiaries’ funds 
are pooled. The medical director shall be a doctor 
of medicine not engaged in private practice. 


12 District administration will be developed. 


13 The board of trustees to have power to es- 
tablish rules and regulations governing the ad- 
ministration of the plan. 


The fixing of arrangements and fees for hos- 
pitalization service was included among the broad 
powers given to the board which controls Califor- 
nia’s new voluntary health funding system. The 
reason for this_is obvious. Hospitals are required 
to maintain definite services and facilities at_all 
times, whether or not these facilities or services 
are in constant use. Also, the development of 
new types and forms of treatment, new equip- 
ment and other advances is centered in hospitals. 


Need for Complete Service in the Hospital 


The physician knows better than anyone else 
the need for immediate and complete service in a 
hospital. This thorough availability must be un- 
derwritten or otherwise pre-paid as to cost. Even 
in the most heavily endowed institutions there is 
a readily recognizable overhead cost which is far 
too familiar to all of us to warrant discussion 
here. Therefore, hospitalization under the Cali- 
fornia plan is no bargain-counter dealing. The 
plan specifies what its members shall receive in 
the way of hospital service, but it is intended that 
at all times the cost of service shall be paid in full. 


Expedience was lent to our own plan by the ex- 
periences of California’s three non-profit hospi- 
talization funds, which are: the Insurance Asso- 
ciation of Approved Hospitals in the San Fran- 
cisco-Oakland and Central California area; the 
Associated Hospital Service of Southern Califor- 
nia, and the Intercoast Hospital Service of Sac- 
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ramento. A close relationship with these organ- 
izations is intended and anticipated by the doctors. 


These three groups, which have a combined 
membership of approximately 50,000 persons un- 
der the three-cents-a-day plan, have already con- 
ducted their own intensive studies and have set 
the costs of hospitalization to the satisfaction of 
those responsible for maintaining the required 
services. Therefore, the governors of the Cali- 
fornia plan were empowered to arrange for hos- 
pitalization through existing facilities of the non- 
profit groups. 


The California Medical Association was in- 
formed at the outset of its deliberations that the 


hospital groups were coordinating their services 
toward the end of taking part in the new state- 
wide program. Virtual completion of this phase 
of the project has not only expedited the entire 
enterprise but has assured hospitals that costs 
will be met. 


Hospital care under the California Medical As- 
sociation plan will follow closely the actuarial 
experiences of services now offered by the non- 
profit groups. Limit of stay will probably be 
twenty-one days for any one illness. Financial 
arrangements will be made between the hospital 
and the general fund. Patients will at all times 
have free choice of hospitals. 





Reberend James BH. Bauernfeind, B.D. 


The Reverend James H. Bauernfeind, one of the 
leaders in the activities of the American Hospital 
Association and the American Protestant Hospital 
Association, after a long illness died on March 28 
at the age of 71. 


Dr. Bauernfeind was a familiar figure at the 
annual conventions of the Tri-State Hospital As- 
sembly, the American Hospital Association, and 
the American Protestant Hospital Association. He 
had been an active member of the American Hos- 


pital Association since 1916, and was president of 
the American Protestant Hospital Association in 
1928. 


Dr. Bauernfeind became the superintendent of 
the Evangelical Deaconess Hospital in 1912 and 
served his institution in that capacity until 1934, 
when he was forced to retire by reason of ill 
health. 


In his passing the hospital field loses an earnest, 
conscientious administrator. He was an excellent 
counselor and a faithful friend—a leader in every 
activity that would advance hospital endeavor and 
promote the best care of the patient. 


—_———— 


Knowledge, Incorporated 


It is no sign of weakness not to know the an- 
swer to a new or baffling problem any one of us 
may encounter in his hospital job. But it is a 
weakness not to allow the knowledge and expe- 
rience of others to help us reach the best possible 
solution of that problem. 


One most useful source of help that many of 
us may overlook is the companies with whom we 
deal. These hospital suppliers, their salesmen and 
executives, possess long and intensive experience 
in their respective phases of hospital work— 
Knowledge, Incorporated. And, in our experi- 
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ence, they are eager to offer their help, to apply 
their knowledge to the solving of your problems. 


The 97 member firms of the Hospital Industries 
Association combine more than 2,000 years of ex- 
perience in the hospital field. Individually, or 
through the officers of their Association (whom 
you may address in care of HOSPITALS) these 
20 centuries of experience are at your disposal. 


We know this offer of assistance is sincerely 
made, and we believe it should be of real value 
to many of us. 

ee 


The New York Institute for Hospital 
Administrators 


The Greater New York Hospital Association 
and the American College of Hospital Adminis- 
trators, in cooperation with the Faculty of Med- 
icine of Columbia University, will hold an Insti- 
tute for Hospital Administrators from June 19 to 
July 1, inclusive. 


Nationally known people in the hospital field 
will be brought to this Institute as lecturers. Field 
trips to the various hospitals in the New York 
metropolitan area will be provided for educational 
and demonstration purposes. 


Registrants for the Institute from out-of-town 
will be housed on or near the Columbia University 
Campus. Transportation to the remote field trips 
will be provided by the Institute. 


Facilities available in the New York metropoli- 
tan area together with the interest of Colum- 
bia University in this project will insure that an 
excellent instructional period for hospital admin- 
istrators in the New York area will be provided. 


Full particulars in connection with this Insti- 
tute may be secured by writing to Dr. Claude W. 
Munger, chairman of the Executive Committee 
of the New York Institute for Hospital Adminis- - 
trators, St. Luke’s Hospital, New York. 
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bers of the hospital and nursing fields is con- 

cerned with efforts to give to patients better 
care today than they received yesterday. The 
problem calls for an inventory of resources, which 
have, or have not, been made available. To this 
end we work toward our common objective that 
we may achieve our highest aim in meeting our 
responsibility. 


Tee: ever present problem confronting mem- 


Therefore, accepting the premise as herewith 
set forth, it becomes our universal task to assist 
in effecting a solution to the problem. This may 
be done by constant study of facts, through which 
principles may be developed, in order that sound 
plans for action may be recommended. 


Attempts of Organized Nursing to 
Effect a Solution 


For those to whom this discussion is presented, 
it is unnecessary to review in detail the programs 
and objectives of all three of the national nursing 
organizations, as well as the cooperative efforts of 
the American Hospital Association in effecting a 
solution to the problem involved in patient care. 


The participation in this program of repre- 
sentatives of the National League of Nursing 
Education is excellent proof of the effort put forth 
by that organization to bring about improved 
nursing service to patients. 


The interest of the American Nurses’ Associa- 
tion in the problem of better care to patients is 
demonstrated through its efforts to carry out the 
purposes of this Association, namely, To promote 
the professional and educational advancement of 
nurses in every proper way, and to elevate the 
standards of nursing education... 


A review of the program of the American 
Nurses’ Association as approved each year by the 
Board of Directors, shows that the service, as 
well as the professional phase of our problem is 
given consideration. For example, the American 
Nurses’ Association has promoted, through edu- 
cation and cooperation, a shorter hour schedule 
for nurses. The professional philosophy of the 
American Nurses’ Association regarding the eight 
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hour schedule, was set forth in August, 1933, as 
follows: 


An arbitrary limitation of hours controlled by law, 
violates the whole spirit of nursing, as the comfort of 
the patient is the nurse’s first consideration. Again, 
no nurse could be expected to hold to a specific hour 
schedule when engaged in emergency or disaster re- 
lief. However, an attempt should be made to approach 
reasonable working conditions by encouraging where 
possible, in the interest of the patient as well as the 
nurse, an eight hour day for those employed on a daily 
basis, and a 48-hour week for those employed on a 
weekly or monthly schedule. 

As a result of this educational and cooperative 
effort, the American Nurses’ Association, through 
reports of Nurses’ Professional Registries, shows 
that calls for private duty nurses on the eight- 
hour schedule have increased from 42.6 per cent in 
1934 to 70.5 per cent in 1937. Other data on file 
at American Nurses’ Association headquarters as 
of March, 1938, indicate that 498 hospitals report 
an eight-hour schedule for general staff nurses. 
This does not appear to be representative of a 
very large percentage of the total number of hos- 
pitals* in the United States. However, it is be- 
lieved that as adjustments can be made in 
hospitals, improved working conditions for grad- 
uate registered nurses will be brought about to 
the end that patients may receive better nursing 
care. 


Factors Controlling Demand for Nursing 
Service 


Data regarding the demand for nursing service 
in the community have been received monthly at 
American Nurses’ Association headquarters, from 
Nurses’ Professional Registries** since 1934. In- 
formation assembled during the past four years 
indicates, that economic conditions and the degree 
of morbidity in the community are given most 





*As reported by the American Medical Association’s hospital 
census for 1938, the total number of hospitals in the United 
States is 6,128. 

**The Nurses’ Professional Registry in a given community is 
that registry which has been so designated by the local district 
nurses’ association and has been approved as such by the state 
nurses’ association. Where there is no district nurses’ associa- 
tion the state nurses’ association is to designate and approve 
the nurses’ professional registry. 
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frequently as reasons for increasing calls for 
nursing service. 


That demands for nursing service reflect im- 
portant community events is indicated in the 
following list of conditions causing increases in 
calls for nursing service, as recorded by registrars 
of Nurses’ Professional Registries for July, 1936 
(the date of this report is indicated by the events 
recorded) : 


Improved economic conditions 

Increased morbidity 

Increased employment 

An increase in the number of surgical 
patients due to the payment of the U. S. 
Veterans’ bonus 

More hospitals listed with registries and 
better cooperation with these hospitals 

Increased number of registrants 

Adoption of eight hour and twelve hour 
schedules in additional hospitals 

Expansion of hospitalization insurance 


Contrast these events with those reported June, 
1937, as reasons for decrease in calls for nursing 
service in the community: 


Less illness 

Employment of nurses not listed with the 
registry 

Economic status of community lowered be- 
cause of city-wide strike 

Decreased census in private hospitals, in- 
creased census in tax supported hospitals 


Calls for private duty nursing service reported 
over a period of four years, show that approxi- 
mately 90 per cent of these calls in each year are 
for service in the hospital, while the remaining 
10 per cent are for service in the home. 


The 1937 study of reports from Nurses’ Pro- 
fessional Registries reveals the interesting fact 
that in smaller cities a larger per cent of the total 
calls are for service in the patients’ homes. For 
example, in cities of 10,000 to 50,000 population, 
17.6 per cent of the total number of calls for 
private duty nursing, are for home service. This 
per cent decreases with each population group of 
cities. In cities of 500,000 or more population, 
the per cent of calls for private duty nurses in 
homes of patients is only 9.3 per cent of the total 
calls. 


The controlling factors in this situation are as 
yet only conjectural—however, they may be due 
to: (1) the availability of better hospital facili- 
ties in the larger cities; (2) education of the 
public regarding the need for hospital facilities 
and the use of them; (3) improved transportation. 
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Graduate Nurse Service in Hospitals 


For some time previous to 1935 information re- 
ceived at the American Nurses’ Association head- 
quarters showed the need for more comprehensive 
data regarding the status and employment of 
graduate registered nurses, exclusive of those en- 
gaged in public health nursing. Therefore, the 
study of Incomes, Salaries and Employment Con- 
ditions, conducted by the American Nurses’ Asso- 
ciation in 1936, has disclosed data as of 1934 and 
1935. It is a recognized fact that information 
gathered in such a study reveals conditions as of 
these dates. However, facts so obtained are valu- 
able, because they serve as points of departure 
for future studies, as well as to supply important 
data on which to formulate recommendations for 
the improvement of existing conditions of service 
and employment. 


A brief presentation of conditions found and 
of the recommendations formulated by the Board 
of Directors of the American Nurses’ Association, 
as a result of the facts gathered in this study, 
will be set forth herewith. 


Private Duty Nursing in Hospitals 


Questionnaires received from 3,875 private 
duty nurses in 23 states included data relative to 
the service of these nurses in hospitals. As a 
result of the study of these questionnaires the 
following are some of the recommendations which 
have been made regarding the service of private 
duty nurses in institutions: 


1 That when private duty nurses are em- 
ployed in institutions for the first time pro- 
vision be made for appropriate introduc- 
tion to the patient, hospital personnel, and 
hospital procedure. 


3 That where possible, conferences be 
planned at regular intervals to acquaint 
private duty nurses with the hospital 
routines, regulations and ideals of service. 


3 That the department of nursing in the 
hospital call nurses only on the request 
made by the patient or some member of his 
family on the recommendation of a physi- 
cian. 


4 That nurses not be required to do general 
staff nursing in hospitals in order to se- 
cure work as private duty nurses in these 
institutions. 


The findings of this study revealed the fact that 
where private duty nurses paid for their own 
meals in hospitals, the amounts paid for meals 
were less than where patients paid the hospital 
for the private duty nurses’ meals. That where 
patients paid for the nurses’ meals the nurses were 
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required to secure their meals at the hospital in 
the majority of instances. 


Therefore, it has been recommended: 


1 That in institutions, meals for private duty 
nurses be paid for by the nurses and not 
by the patients to whom they are rendering 
nursing service. 


That where private duty nurses secure 
their own meals when on special duty with 
patients in hospitals, a system be inaugu- 
rated which will make it possible for the 
nurse to secure her meals either in the 
hospital if she so desires, or elsewhere if 
she prefers to do so. 


Institutional Nursing Service 


A special study has been made of data sub- 
mitted on the questionnaires returned by 6,790 
nurses engaged in institutional nursing service. 
This information has been made available to the 
Joint Committee of the American Nurses’ Asso- 
ciation, the National League of Nursing Educa- 
tion, the American Hospital Association and the 
Catholic Hospital Association of the United 
States and Canada. 


The following are some of the conditions re- 
vealed by this special study of institutional nurs- 
ing service: 


Size of Hospitals Represented in Study—The 
hospitals where the nurses reporting in the study 
were employed varied in size from those with an 
average daily patient census of less than 10 to 
those with a patient census of more than 3,000. 
It was found that three-fifths of the nursing 
chiefs were employed in hospitals of an average 
daily patient census of less than 100; and two- 
fifths in hospitals of more than 100 patient census. 
The largest per cent of nurses in positions other 
than nursing chief or ward head reporting in the 
study, were employed in hospitals of average daily 
patient census of 100 to 299, while the largest per 
cent of nurses in the position of ward head were 
employed in hospitals of a patient census of more 
than 300. 


Number of Years in Present Position—Infor- 
mation relative to the percentage of nurses who 
had been in their present positions more than five 
years, presents a picture of the turnover of nurs- 
ing personnel in the hospitals in which nurses 
were employed who participated in this study. 
From the figures presented it was found that a 
larger number of nursing chiefs, assistant chiefs, 
and supervisors had been in their positions more 
than five years longer than the general staff 
nurses had been in theirs. (The general staff 
nurses showed the smallest per cent of any group 
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of nurses remaining in their positions more than 
five years.) These data as well as the informa- 
tion gathered at the time the study was made, 
indicate, that because of the low turnover in other 
hospital positions, opportunities for advancement 
of the general staff nurse are not very great. 


Therefore, it is important that the position of 
the general staff nurse be sufficiently developed to 
interest nurses in this type of hospital service. 
Additional reference to this question will be made 
later in this paper. 


Conditions of Employment for the General 
Staff Nurse—Since June, 1934, registrars of 
nurses’ professional registries have reported diffi- 
culty in filling calls for general staff nurses. Some 
of the reasons given by nurses for being unwilling 
to accept available positions for this type of ser- 
vice have been as follows: long hours, number of 
patients assigned does not permit satisfaction in 
service rendered, employment on a daily basis 
with remuneration prorated on a monthly basis. 


The American Nurses’ Association Study of In- 
comes, Salaries and Employment Conditions re- 
vealed the fact that it is still most usual for gen- 
eral staff nurses to be paid a cash salary and full 
maintenance; almost two-thirds of the nurses par- 
ticipating in the study, reported this fact: Three- 
tenths of the nurses participating in the study 
received only partial maintenance and about one- 
sixteenth of the nurses received a straight cash 
salary. The lowest and highest salaries paid show 
a wide range: the highest was $2,160 with no 
maintenance and the lowest was $360 with full 
maintenance. Maximum cash salaries of $1,800 
were reported for both full and partial mainte- 
nance. 


Median Earnings 


$ 825 with full maintenance 
970 with partial maintenance 


1,484 nurses 
705 nurses 
149 nurses 


Full maintenance and partial maintenance have 
a cash value, and this should be taken into con- 
sideration in a discussion of the earnings of gen- 
eral staff nurses. Arbitrarily taking $500 as the 
value of full maintenance and $250 as the value 
of partial maintenance it is possible to get an 
idea of the earnings of general staff nurses, re- 
gardless of the basis of payment. 


Recommendations Regarding Salaries and 
Maintenance—Inasmuch as more than 65 per cent 
of the institutional nurses submitting question- 
naires stated that they. received “full mainte- 
nance” in addition to their salary, the American 
Nurses’ Association believes that consideration 
should be given to the perquisites included in “full 
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maintenance.” It is believed that these should 
include: 

1 Separate rooms (properly lighted, heated, 
and ventilated), and an adequate supply of 
clean linen should be provided. If separate: 
rooms are not possible, not more than two 
nurses should be assigned to one room. 

2 Well balanced diet. 

3 Laundry—importance of providing laundry 
facilities, to enable the nurse to appear well 
groomed at all times. 

The Board of Directors of the American 
Nurses’ Association realizes that salary and fee 
schedules are established locally, that they cannot 
and should not be established by. a national pro- 
fessional association whose primary interest is 
service to the patient. However, it is important 
that nurses receive salaries commensurate with 
those of other professional workers and that con- 
ditions under which they are practicing are con- 
ducive to quality nursing. 

Information included in this study indicated 
that it is customary for hospitals in employing 
nurses on a daily basis, to estimate their re- 
muneration on the basis of the monthly salary 
paid for that particular position. Therefore, it 
has been recommended: 

1 That when nurses are employed on a daily 
basis, they be paid at a relatively higher 
rate than when employed on a monthly or 
annual basis. 

That the monetary value of maintenance be 
emphasized by hospitals as based on accept- 
able living conditions in the community. 
Where this is done, it is important that 
nurses recognize and realize the value of 
such maintenance. 

That a salary scale be worked out for the 
different types of nursing positions in in- 
stitutions and established with due regard 
to the salaries approved for professional 
workers in the institution. (In some in- 
stances it has been found that non-profes- 
sional workers are receiving higher salaries 
than the professional personnel in hos- 
pitals.) In outlining this salary scale, care- 
ful consideration should be given to the 
quality of the service rendered by the in- 
dividual in relation to the time she has held 
her position. 

Hour Schedules and Time Off Duty—Answers 
to questions regarding the posting of schedules of 
time “off duty” show that 50 per cent of the in- 
stitutional nurses were unable to plan in advance 
for their “off duty” time because of the fact that 
hour schedules were posted daily. 

It is encouraging to note that reports from in- 
stitutional nurses regarding the number of hours 
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on duty in each 24 indicate that progress is being 
made regarding the inauguration of the eight- 
hour schedule in hospitals. However, in report- 
ing the number of hours included in the working 
time of the nurse, it appeared that the schedules 
did not include six days of eight hours each. 
Therefore, it is recommended: 


1 That schedules of time off duty for institu- 
tional nurses be posted at least one week in 
advance. 

2 That the hours of work represent a reason- 
able schedule—this implies an eight-hour 
day and a six-day week. 

3 That unbroken periods of eight-hour duty, 
exclusive of time for meals, be considered as 
the desirable goal toward which institutions 
should be working. 


Regarding Administrative Policies of Hospitals 
Relative to Graduate Nurse Service 


General recommendations which have been 
made by the American Nurses’ Association as the 
result of the study of facts submitted by institu- 
tional nurses in 1936 are as follows: 


1 That only graduate registered nurses be em- 
ployed by any hospital for general staff or 
private duty nursing service. 


That the principles outlined in the “Manual 
of the Essentials of Good Hospital Nursing 
Service” be adopted as rapidly as possible in 
all of the administrative practices in hos- 
pitals. 

That studies be made by individual institu- 
tions, that will enable them to compare the 
living and working conditions of these hos- 
pitals with those described in the “Manual 
of the Essentials of Good Hospital Nursing 
Service” and the recommendations made in 
the Study of Incomes, Salaries, and Employ- 
ment Conditions. 

These studies by individual institutions 

would give consideration to such factors as: 
(a) daily and weekly hour schedules of 
graduate registered nurses on the regular 
staff; (b) salary policies with special! ref- 
erence to increases, vacations, and illness 
allowance; (c) maintenance and its mone- 
tary value in the community; (d) staff edu- 
cation program; (e) adequacy of staffing 
and reasonableness of nursing load assigned 
to general staff nurses; (f) satisfaction in 
service of institutional nurses. 
That membership in professional nursing 
organizations be advised for all graduate 
registered nurses employed by the hospital, 
as a credential for the positions which they 
are seeking in the hospital. 





In conclusion, it is believed that the status of 
graduate nurse service is dependent upon provi- 
sions which are made for the employment of 
graduate registered nurses. These provisions 
should include consideration of factors which 
will: 


1 Promote satisfaction in work well done, 


from the points of view of patient, hospital, 
and nurse. 


2 Create desirable attitudes toward positions 
offered. 


3 Develop standards of nursing service which 
the hospital desires to make available to the 
community. 





Governor Bricker Signs the Ohio Group Hospitalization Bill 


Ohio has joined the list of states with enabling 
acts for non-profit hospital service plans. The 
Governor signed Senate Bill 181 on April 12, 1939. 
This will make it possible for non-profit hospital 
service plans to enroll subscribers and to provide 
benefits beyond county limits, a restriction which 
had existed up to the passage of the new Act. 


OE EEE EE, A hh hd bhi ts 


Ct NE ANd Gh 4 hed 4 Nt WHEE AEE BAe Boke Bhs a ree 


Since the last announcement, New Mexico, Ver- 
mont, and Iowa have passed enabling acts. 


It is the intention of these bills definitely to 
place the responsibility on the participating hos- 
pitals in accord with the standards of the Com- 
mission on Hospital Service of the American Hos- 
pital Association. 
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Seated: Governor John W. Bricker of Ohio. Standing, left to right: Worth Howard, Chairman of the Economics Committee 

of the Ohio Hospital Association; Senator R. C. Pollock, who introduced the Bill; Dr. Fred G. Carter, Retiring President of 

the Ohio Hospital Association, and President-Elect of the American Hospital Association; Rt. Rev. Msgr. M. F. Griffin, Senior 

Trustee of the American Hospital Association, and a member of the Commission on Hospital Service Plans; Ralph Jordan, 

Secretary of the Ohio Hospital Association; John A. McNamara, Director of the Cleveland Hospital Service Association; 
Dr. Merrill F. Steele, Chairman of the State Relations Committee of the Ohio Hospital. 


62 HOSPITALS 





er- 


to 
OS- 
m- 
OS- 











rosters of points, one containing what I believe 
to be the characteristics of a good nursing 
service in a hospital, the other the characteristics 
of clinical practice upon which a good school of 
nursing may be founded. I believe that certain 
points will be found common to both lists. An 
analysis of the differences and similarities of the 
two lists is the purpose of this discussion. 


|: this discussion I propose to set forth two 


Search through current literature and discus- 
sion with administrators has yielded the following 
descriptive terms applying to good hospital nurs- 
ing service (the list makes no claim to complete- 
ness) : 


1 <A good nursing service has consecutiveness 
or stability. 


2 A good nursing service offers high quality 
of nursing care. 


3 A good nursing service gives interpretation 
of the hospital’s policies and functions to patients 
and to community. 


4 A good nursing service forms background 
for good medical service, reenforces it and in- 
terprets it. 


5 <A good nursing service is flexible and 
adaptable. 


6 <A good nursing service provides best care 
at reasonable cost. 


7 A good nursing service is responsible for 
its own organization and occupies a well-defined 
place in the organizational hierarchy of hospital 
administration. 


8 <A good nursing service in a research hos- 
pital stands ready to supply and supervise added 
careful assistance for research wherever the re- 
searchers or nursing budget provides for it. 


9 A good nursing service is spirited, enthu- 
siastic, faithful, and on the alert for means of 
self-improvement. 


Stability of Nursing Service 


Let us study some of these points a little fur- 
ther. The first, consecutiveness of nursing serv- 
ice varies inversely with turnover of personnel. 
A staff composed of satisfied, well-adjusted nurses 
who like their jobs eliminates frictions in putting 
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up with trouble makers, interruptions due to fre- 
quent resignations, and breaking in or orienting 
new members. Consecutiveness of service implies 
also that service during all periods of the twenty- 
four hours and the twelve months is equally sat- 
isfactory. Consecutive service means that a phy- 
sician bringing his patient into the hospital is con- 
fident that this patient will receive the same effec- 
tive service which a patient of his received 
last week, or last month. A stable service allows 
efforts at staff education to be aimed at still fur- 
ther improvement rather than constant effort to 
make new people acquainted with hospital routine. 
Recognized personnel practices such as reasonable 
salary, good working and living conditions, oppor- 
tunity for growth promote the desired consecu- 
tiveness. An article by Miss Pennock, Trained 
Nurse and Hospital Review, quoting Mr. Norby, 
summarizes this point well when she says, “We 
want a stable but not a static staff.’” 


The stability of nursing service and the next 
characteristic on our list contributes mutually to 
each other. The second characteristic of good 
nursing service is that a high standard of nurs- 
ing care is achieved. Opportunity to give high 
quality service makes for job satisfaction and sta- 
bility of staff, and that stability is the foundation 
of high standard care. It is difficult to find tangi- 
ble measures of quality of care. Average hours of 
nursing care per day per patient give some in- 
dication. But one hospital may give each patient 
better care in three hours than another does in 
four. If the distance between patient and bed-pan 
hoppers means a long walk, if the key to the 
medicine cupboard, the order book, the narcotic 
record book, the patient’s chart, the hypodermic 
tray are scattered at the wards’ four compass 
points, and if the nursing procedures contain 
much fol de rol or hocus pocus, four hours per 
patient might provide only mediocre care. It is 
probably correct, however, to say that by no 
amount of good planning of ward management, 
or of nursing routine, can high quality care be 
given in fewer hours per patient per day than 
recommended in the Essentials of a Good Hos- 
pital Nursing Service,’ and the recommendations 
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of the committee which surveyed hospitals in 
New York under the United Hospital Fund to 
which you are referred in the attached bibli- 
ography.‘ ‘ 


How the Standard of Nursing Care Can Be 
Judged 


The standard of nursing care can be judged 
by complaints or praise of it by patients, family, 
and doctors. Attempts to solicit such comments, 
however usually result in greater damage to 
nurses’ morale than in assistance to boosting the 
quality of care. 


Avoiding inbreeding by employing nurses from 
a variety of good schools should introduce new 
ideas and elevate the standard of care. Careful 
orientation of new workers, judicious use of sub- 
sidiary workers for non-nursing duties, and stim- 
ulating supervision should liberate the nurses’ 
finest potentialities. 


Individualization of Attention to Patients 


Another important standard by which good 
nursing care is known is the amount of individ- 
ualization of attention to patients. True individ- 
ualization of care means study of each patient’s 
needs by the nurse, the designing or planning of 
expert care to meet these needs, and opportunity 
to carry out the plan. The type of resolution of 
conflicts between ward routine and needs for in- 
dividualized nursing care is good indication of 
the quality of care a hospital offers. 


High quality nursing care includes sound psy- 
chological handling. 


The Nursing Personnel Creates Good Will 


A hospital administrator expects the nurses 
to give the patients and family a favorable 
impression of the hospital’s policies and func- 
tions. She does this by being a good hostess, 
and by using all the technique of inspiring con- 
fidence in herself and in the hospital, the fore- 
most of these being the fine care itself. If the 
hospital conceives its function to include that of 
promotion of health and prevention of disease, 
the nurse plays an active part by teaching the 
patient simple hygiene, and special points of care 
urged by his physician. Such facts as the value 
of early diagnosis and the necessity of unstig- 
matizing various diseases such as mental disor- 
ders are effectively and very naturally taught by 
nurses. A good nurse should envision the place 
of the hospital in the community, and see its 
relationship to other agencies. Her sound think- 
ing given expression in casual conversation puts 
over favorable propaganda for both the hospital 
and the health program. The patient and his 


64 


family become intelligent supporters for the hos- 
pital in that community. 


Nursing Services and Its Relations to the Medical 
Service 


A good nursing service forms a background 
for medical service, and reenforces and inter- 
prets it. Good medical care for complete effec- 
tiveness must be accompanied by nursing care. 
A good hospital nursing service must provide the 
kinds of general and special services demanded 
by the doctors on its staff. Demands for extraor- 
dinary care are usually met by additional spe- 
cial nursing service. With the increase in com- 
plexity and numbers of medical treatments we 
see an enormous increase in the demands on nurs- 
ing. If the fact that the number of intravenous 
treatments has increased four hundred per cent 
in the last three years in one hospital is typical 
of other forms of treatment as well, or even if 
the increase is in this treatment only, we can see 
that what was considered three years ago a rea- 
sonable figure as to hours of care per patient per 
day is no longer valid. Because of the immense va- 
riety of treatments and the mechanical compli- 
catedness of some of them we face the impossi- 
bility of having all nurses informed on how to 
manipulate whatever piece of apparatus a doctor 
chooses to use. The hospital should expect its 
nurses, however, to be prepared by their practice 
in intelligent applying of principles to learn new 
techniques quickly. Along with the nurse’s proper 
interpretation of the hospital to the patient may 
we include her assistance in building of desirable 
attitudes by the patient toward his physician. 


Flexibility and Adaptability Are Characteristics 
of Good Nursing Service 


A good nursing service is flexible and can adapt 
itself by procuring extra help and by rearrange- 
ment of ward routine to varying hospital census 
and to shifting peaks in number of patients from 
service to service. By flexibility of nursing 
service is meant that nurses are able to do 
equally good work in more than one department 
and can therefore be shifted as the need arises. 
Of course it would not be good nursing service 
to execute such shifts with too great frequency, 
with too slight reason, or without sufficient ex- 
planation to the nurse. Nursing service should 
be prepared to go to extraordinary effort to meet 
any emergency spurt of hospital census. But 
should the emergency state of affairs become 
chronic the pitch of extraordinary nursing serv- 
ice cannot be expected to continue. It is consid- 
ered a good plan by some nurse administrators 
to reserve approximately five per cent of the nurs- 
ing budget to be spent at the times when the hos- 
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pital census reaches unexpected peaks, or the 
number of the hospital staff drops because of 
illness. 


The nursing staff caring for spurts in hospital 
census is meeting an emergency calling upon the 
adaptability of the service. Emergencies of other 
sorts put demands upon nurses’ intelligence and 
preparation. 


Good Nursing Service Provides the Best of Care 
at Reasonable Cost 


A good nursing service provides the best pos- 
sible care at reasonable cost. Good nursing serv- 
ice is never cheap, and providing cheap nursing 
usually results in being expensive, sometimes 
even disastrous. The well-trained nurse is able 
to effect economies by her efficient manipulation 
of ward routine. The good nurse administrator 
uses subsidiary workers wisely to remove non- 
nursing functions from the higher paid worker. 
Nurse administrators and nursing staff can 
stimulate the practice of economy in interlocking 
departments and can themselves promote economy 
in their use of supplies and equipment, their 
expert use of complicated appliances, their watch- 
fulness as to needs for repair. A good nursing 
service can work up a fine protective attitude to- 
ward hospital property which is good insurance 
against carrying away of small articles which 
frequently add up to a worrisome item of expense. 


Responsibility for Nursing Organization in the 
Hospital 


A good nursing service is responsible for its 
own organization and occupies a well-defined place 
in the organizational hierarchy of the hospital’s 
administration. A wise hospital administrator 
employs a director of nursing service who is com- 
pentent, trustworthy, and desirous of maintain- 
ing the same standards he wants for his hos- 
pital, and who will do her utmost to carry out the 
hospital’s policies. Having employed her, he 
delegates to her the responsibility for the organ- 
ization and administration of the nursing service. 
He assists her, whenever she needs it, in making 
decisions or in carrying them out. 


Good Nursing Service and Research 


Since the research hospital is not the typical 
hospital our sixth characteristic of a good nurs- 
ing service should not come in for much discus- 


sion here. A good nursing staff will have en- 
thusiasm for research and will be prepared to give 
the meticulous care medical research demands. 
But adding time-consuming assistance at research 
to an already heavy load means that either nurs- 
ing service or nurses suffer, usually both. Care- 
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ful time studies should be done to indicate the 
amount of additional nursing service needed. 
Hospital administrators would do well not to in- 
itiate research projects until the research budget 
or an increased nursing budget provides for the 
elevation in demand for nursing care. 


A good hospital nursing service is spirited, 
enthusiastic, faithful, and ready for any improve- 
ment. It is this essential spirit which makes the 
patient and community feel that all the things 
done in the hospital and school are designed 
for the patient’s benefit. It is this spirit upon 
which the administrator depends when he plans 
changes and expects them to be cheerfully carried 
through. This spirit insures a fine feeling of 
mutual respect and genuine liking between de- 
partments. 


Qualities of Good Nursing Service 


A summary of the characteristics of a good 
hospital nursing service as discussed here— 


1 It is consecutive and is stable but not static. 
2 It provides high quality care to patients. 
3 It interprets the hospital to the community. 


4 It serves as background for good medical 
service. 

5 It is flexible. 

6 It is economical. 

7 It is responsible for its own organization 
and administration. 

8 It is ready to provide assistance at research. 


9 It is spirited, enthusiastic, faithful, and 
alert for improvement. 


Good Clinical Facilities for a School of Nursing 


What characterizes good clinical facilities for 
a school of nursing? First on the list I have 
placed completeness, meaning that the divisions 
of practice available to the school include experi- 
ence in all the fundamental nursing services. The 
aim of nursing education is to prepare the nurse 
to give good care to the patients of the commu- 
nity. This means that she must be ready to care 
for many types of patients. The fact that nearly all 
patients in hospitals are surgical does not mean 
that nearly all illnesses found in a community are 
surgical. Caring for surgical patients is an im- 
portant part of the nurse’s work, but it is not 
the only part of her work and not even the pre- 
dominant part. 


A good school which conscientiously lives up to 
its obligation to prepare nurses will give its stu- 
dents experience in all the fundamental types of 
nursing care, namely: medical, surgical, pediatric, 
obstetric, public health or preventive, and psychi- 
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atric. Certain nurses will of course prepare later 
for specialized activities in some of these fields. 
At present much of our unsound thinking about 
nursing arises from our confusion of fundamen- 
tal experience with specialization, as, for example, 
in the field of psychiatric nursing. 


All patients—all people for that matter, pre- 
sent personality problems the understanding of 
which is basic to good medical and nursing care. 
So it is not for the purpose of making psychiatric 
nurses out of our students, but for the purpose of 
making them better nurses for any type of pa- 
tients they encounter, that we make a plea for 
some psychiatric experience for student nurses. 
These same sentences could be written for public 
health experience and for that division of pediatric 
nursing which is concerned with giving good psy- 
chological care learned by experience with the 
well child. 


May I urge you not to condemn this idea at 
once as impractical and visionary but to see it as 
coincident with the widespread realization of the 
inseparability of mental and physical well-being, 
a realization in which medicine and nursing de- 
serve a place of leadership. Even though we cannot 
add such experience tomorrow, today is the time 
to begin planning for it. Our first point then is 
that clinical facilities for a good school of nursing 
must be complete in the sense that all major or 
fundamental types of nursing care are available 
for practice. 


Variety and Richness of Clinical Material 


Our second point is that there must be a fair 
degree of richness or variety of experience avail- 
able within each of these major areas. A small hos- 
pital where the census is sixty to eighty per cent 
surgical may provide medical, obstetric, and pedi- 
atric facilities of a sort, but it is likely that num- 
ber and variety of cases will be inadequate for 
educational purposes. That small hospital may 
offer good surgical experience but if our first and 
second points are conceded, students must have 
entire or at least supplementary experience in 
these other services by affiliation. 


Good Clinical Facilities Must Present Good 
Learning Conditions 


The third characteristic of good clinical facil- 
ities is that they present good learning conditions. 
I should like to subdivide this into consideration 
of several factors contributing to good learning 
conditions. The first factor is a corollary of one 
of the characteristics of a good nursing service 
in a hospital, namely: that good working condi- 
tions exist in that hospital. The second factor 
is also a corollary of one of the points of our other 
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list—that high quality nursing care must be given 
in that hospital. Only where high quality nurs- 
ing care is given can high quality nursing care 
be learned. So also must this nursing care be up 
to date. 


Another factor contributing to good learning 
conditions appears in our previously listed char- 
acteristics of good nursing service—individual- 
ized nursing care. Stated in language of the nurse 
educator this means that the subject matter and 
the skills to be learned are organized in units and 
the core of each unit is the problem of nursing 
a certain type of patient. Variety of problems is 
essential. Too much repetition in these problems is 
wasteful. Following along in this line of reason- 
ing is another factor in good learning situation— 
the freedom to select from the clinical offerings 
those problems for which the learner has need. 
We wish to grade those problems from elemen- 
tary to difficult according to the degree of ad- 
vancement of the learner. From such a learner 
you may expect that her activities will produce 
some valuable service, but you cannot expect that 
service to be consecutive, nor can you expect it 
to provide the entire amount of service needed in 
any hospital division. 


Practice Is the Application of Principles 


Good learning conditions imply that practice 
shall be seen as application of principles. Some 
of those principles will have been learned in ad- 
vance as for example in a course in anatomy or 
physiology. Many will be learned concurrently 
as in a course in medical or pediatric nursing. 
But whether principle was learned this morning 
or last month the most important learning is that 
which takes place at the bedside when the prin- 
ciple is put into operation. Many principles are 
not learned in a classroom at all but only at the 
bedside. Therefore the best teachers should be at 
the bedside. The head nurses and clinical super- 
visors and the graduate nurse or general duty 
assume a role of added importance in the hos- 
pital where there are student nurses. These 
nurses must be qualified for their added func- 
tions, they must want to perform them, and they 
must have time to perform them, that is carry out 
a ward teaching program, if the learning situa- 
tion is to be termed satisfactory. 


Teaching Students How to Translate Principles 
Into Technique 


May I inject here an idea with which some 
nurse educators will not agree. You will notice 
that my list of fundamental areas essential for 
student experience is shorter than that which you 
may have encountered in other sources. Nor did I 
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say that every service should present every type 
of case. I believe that fundamental principles 
may be taught and their operation in practice be 
demonstrated in a well chosen list of cases. If 
we teach students how to translate principles into 
technique we need not teach them thousands of 
techniques. The nurse must be prepared by mas- 
tery of scientific and social principles and by skill 
acquired in applying them in typical situations. 
Then by virtue of her own intelligence she will 
be able to take on different techniques or 
even devise new ones when unusual situations con- 
front her as a graduate. From the discussion of 
wise selection of experience for students as well 
as for consideration of individual differences 
among students we might conclude that the train- 
ing course may turn out to be less than three years 
in length and might vary in length from student 
to student. 


Good learning conditions imply that not only 
the units of learning (and these are synonomous 
in most cases with problems in caring for pa- 
tients) will be wisely selected but they will be con- 
sidered from many points of view. The care of 
the diabetic patients has economic, preventive, 
and sociological facets. It presents unique psy- 
chological problems; it requires understanding of 
principles from pure and clinical sciences. A 
teaching program during the time when students 
are caring for diabetic patients must provide for 
all these slants of the problem. Practice in a 
school where research and experimentation in 
methods of medical treatment of diabetes gives 
one an additional advantage. 


The Student Nurse Is a Learner Not a Worker 


A hospital may have the “makings” of good 
learning situations; students, supervisors, even 
directors, may have no consciousness of their re- 
sponsibilities either to promote or take advantage 
of them. If only one change could be effected in 
the next five years in nursing education, I should 
wish that it would be the universal acceptance of 
the attitude that the student nurse is a learner 
and not a worker. This attitude sometimes pre- 
vails in the classrooms only. It sometimes exists 
in the mind of one instructor only and such an 
unfortunately placed instructor could refer to 
the need of a change of attitude only with ex- 
treme caution. For all who are connected in any 
way with a school of nursing to treat the student 
as a learner is the indispensable foundation of 
good learning conditions. I should like to carry 
this thinking of the student as a learner beyond 
the walls of the hospital. Mr. Rovetta says that 
coordination of the objectives of nursing serv- 
ice and nursing education must take place at the 
level of the board of trustees or directors in the 
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administrative heirarchy.* And the recognition 
of this idea can be extended even to the public. 
Nursing organizations will be doing a great deal 
in the next few years to gain intelligent coopera- 
tion of the layman as to the education of this 
group of workers who are so intimately concerned 
with the health of the public. 


Two Important Points 


Lest we be accused of wanting to turn out 
nurses incapable of taking responsibility, may 
two points be added here—one, that studying ad- 
ministration as a quick step to executive work 
should be undertaken only at the postgraduate 
level; two, that the system of nurse education de- 
scribed here, will emphasize more, rather than 
less, the necessity of each nurse’s activity filling 
a specific place in the planned nursing service on 
the ward. The fact that she is assigned to well- 
selected duties carries with it the implication that 
her responsibility for those duties is keenly 
sensed. And if the ward is a true learning situa- 
tion there will be an even higher degree of aware- 
ness of contribution of each person. Better super- 
vision guarantees more complete assumption of 
individual responsibility, and better insight into 
the necessity for living up to what is expected 
of one. 


For all schools good clinical facilities mean a 
situation in which all practices are highly ethical, 
where sincere desire to be of service is the rule. 


Where Schools of Nursing Should Be Established 


I think we may conclude that only in a hospital 
where the nursing service possesses the charac- 
teristics reviewed here should a school of nursing 
exist. We may also conclude that the presence 
of a school of nursing in that hospital makes a 
distinct contribution to many of these character- 
istics. A hospital can expect that whatever nurs- 
ing service the students provide be of high qual- 
ity. From advanced students it will be at almost 
the same speed as that rendered by graduate 
nurses. For young students it will be of good 
quality but at not so high speed. The hospital 
may expect unusually ethical, enthusiastic, spir- 
ited, faithful service from students. From the 
fact that the graduates in a hospital where there 
is a school have additional and stimulating func- 
tions in relation to students, additional spirit and 
fineness of nursing care may be expected from 
them. The services rendered by students in a good 
school of nursing will participate in the econom- 
ical practices in the hospital. 


A good school of nursing will see to it that the 
nursing service it renders is intelligently individ- 
ualized and founded upon sound principles from 
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nursing, clinical sciences, economics, psychology, 
sociology, and preventive medicine. Such insight 
into the true functions of the hospital means: that 
interpretation to patients and community will be 
intelligent as well as enthusiastic. For the serv- 
ice it renders to the school and through the school 
to the young women and to the patients of the 
community, the hospital will receive hearty praise. 
Since almost no hospital presents a complete list 
of major services in which a student should have 
experience and since the school must select from 
available experience that which is needed by stu- 
dents the hospital cannot expect from a good 
school of nursing complete, all-student service in 
any hospital unit. Nor can the service rendered 
by students be consecutive or stable. 


A well-planned program of rotations to hos- 
pital units will provide a fairly even supply of 
combined graduate and student service, but inter- 
ruptions for classes, for ward and bedside teach- 
ing for students and unevenness due to variation 
in class size must be expected. Perhaps in no sit- 
uation should the entire three-year training pe- 
riod be spent within the walls of a single hospital. 
Since the service rendered by the student is good 
it deserves financial consideration by the hospital. 
Since it is never complete (so far as the hospital 
needs for nursing service is concerned) and sel- 
dom consecutive except within intervals, strict 
accounting of amount of service given by students 
should be made. Excellent assistance for this 
process of accounting can be found in E. Muriel 
Anscombe’s article in Modern Hospital? and 
Charles A. Rovetta’s article in HOSPITALS.® 


The hospital budget should contribute to the 
nursing school budget on this basis. For the con- 
tribution of the school to the esprit de corps of 
the hospital personnel and for the lift in com- 
munity opinion of the hospital due to the presence 
of the school, the school budget should be further 
reimbursed from the hospital budget. It is un- 
likely that a school budget with only these two 
contributions would be large enough to maintain 
a good school. In the past these additional funds 
have been gained indirectly from patient fees, 
and very directly by expecting unreasonable 
amounts of service from students, and by unwar- 
ranted cuts in quality of nursing education as well 
as quality of nursing care. Obviously new means 
of support of nursing education must be found. 
Philanthropic endowments will care for a few 
schools—but only a very few. Community sup- 
port must be urged. Federal and state channels 
are two of the ways in which it may be obtained. 
If the public is to support nursing education it 
must be informed of the conditions as they exist. 
It must know that in the past the sick have been 
victimized to pay for the welfare of the group, 
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when it should probably have been the group which 
was assessed to provide care for the sick, and 
promotion of health for all. Group hospitaliza- 
tion plans should give more attention to nursing. 
Plans patterned on the successful hospitalization 
plans might provide medical and nursing care in 
homes as well as in institutions. Health insur- 
ance plans such as the one now under considera- 
tion in California must include nursing if the com- 
munity and the medical professionals are to reap 
the benefit they want and deserve from such plans. 


Molding Public Opinion 


To obtain such support public opinion must be 
molded and the first step is to overcome the re- 
luctance of hospital and nursing administrators 
to let the public know how bad conditions are. 
We must destroy the thinly veiled distrust exist- 
ing between the hospital and nursing groups. 
Hospital administrators must realize that the goal 
of nurses and of nursing organizations is identi- 
cal with their own—good care for patients and 
leaders must be given hospital support in move- 
ments toward that goal. To our interprofessional 
and community relationships we will transfer all 
that we could say so fervently for democracy and 
against dictatorships. 


As we move toward improved nursing educa- 
tion, we expect to turn out nurses who give ex- 
cellent care to patients, who are wise enough to 
delegate duties to subsidiary workers, who will 
work well with the subsidiary worker, supervising 
her when indicated. We expect these nurses to 
have sensed the challenge in providing good care 
for the rural patient. We expect her education to 
be publicly supported and her status to be legally 
recognized. And when that day comes the hos- 
pitals will stand in the front ranks of the bene- 
fiters from the plan they helped us evolve. 
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Role of the Small Hospital in the Rural Community 


ADELYN DAULTON 


great medical centers in our leading cities 

that the general public is inclined to think 
of hospital development in the United States in 
terms of these monumental achievements, but the 
hospitals in our small communities, unnoticed by 
tie majority of our citizens, have had a long and 
bitter struggle for their survival. 


S$: MUCH has been said and written about the 


It was not so long ago that practically all hos- 
pitals were in large cities, and it was the excep- 
tion rather than the rule to find a hospital in a 
small community. In the early days, doctors were 
obliged to care for patients in their homes no 
matter what the nature of the illness. We can 
easily picture the handicaps of the country doctor 
in his attempts to give scientific medical care. 


With the development of our country and the 
steady and unceasing advance of nursing and 
medical care the hospitals that ventured into rural 
areas soon found they had to take on the role of 
medical center in their respective communities. 
Being the medical center of a small community, 
a hospital was often forced to assume many tasks 
it probably was not equipped to carry out. Among 
the many responsibilities this type of hospital 
faced were: nursing education, public health serv- 
ice and education, social service work, and ade- 
quate medical and surgical care. 


Nursing Education 


The small hospital in which a school of nursing 
must be conducted should be fully equipped to 
attract and prepare these young women who are 
about to enter the field of private, institutional, 
or public health nursing service. All about us 
today we hear the cry for more and better nurs- 
ing care for the large number of medically in- 
digent, for the chronically ill, and for persons who 
need nursing care but who are unable to get to a 
hospital. We must realize that just nursing tech- 
niques and a knowledge of medical procedures are 
not sufficient to care for these cases that so often 
need mental and social adjustments as well as 
physical care. 


As far as possible the small community hospital 
should select students from the young women in 
its community. They will have the advantage of 
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knowing local conditions, and being with their 
friends will be an incentive for the nurses to 
remain in the community where they receive their 
training. 


Public Health Service and Education 


If these small hospitals are to serve their com- 
munity they must be interested in its general 
health conditions. The acutely ill, because of their 
very helplessness, have always been the center of 
interest, and have received the best care available, 
but present day thought is stressing the impor- 
tance of preventive medicine. 


The hospital is the logical place of contact be- 
tween the medical profession and the public. In 
recent times, many types of guilds have been or- 
ganized to aid and supplement the work of the 
hospital personnel. These guilds have given very 
valuable help in appeals for financial aid, and pre- 
senting to the public health problems and differ- 
ent ways they may be solved. This educational 
work in disease prevention sponsored by hospital 
guilds and supervised by the hospital and its med- 
ical staff can have a far reaching influence for 
good in any community. 


The small non-profit community hospital must 
do its bit in support of the medical indigent. The 
hospital is, of necessity, forced to take measures 
to see that only those people who are medically 
indigent receive free care. These cases in many 
instances throw a great strain on small hospitals 
whose reserve is not too plentiful, and recently we 
have seen a great many of these small hospitals 
forced to cease operation because of lack of funds. 


These hospitals of small communities have been 
struggling for their existence against terrific odds. 
If they are to carry on their good work in educat- 
ing nurses to cope with local conditions, teaching 
disease prevention, doing their share in caring 
for the medically indigent, and giving to all pa- 
tients the best hospital care adequate support 
must be forthcoming, either from the public or 
the government. The small community hospital, 
because of the purpose it serves, is here to stay. 
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EDITORIALS 


Our National Day 


Eighteen years have passed since the first ob- 
servance of National Hospital Day in this coun- 


try and Canada. No single activity has brought 
greater returns to hospitals than the friendly in- 


terests that are created and stimulated by its ob- 
servance. As a means of establishing the best of 
public relations for our institutions it has a grow- 
ing importance. 

National Hospital Day is altruistic in its pur- 
pose. It brings into our hospitals each year the 
people who are the friends and supporters of our 
voluntary services. It adds new friends for our 
hospitals and creates new interests in the work 
they are doing. 


The hundreds of thousands of visitors who 
come to our hospitals each year‘on May 12, not as 
patients but as guests, depart with a better knowl- 
edge of service to the sick, and a larger apprecia- 
tion of the importance of the hospitals to the 
welfare of their communities. 


The friendships which the observance of Na- 
tional Hospital Day establishes are firm and en- 
during. They form the sources of both moral 
and material support for the future. Upon them 
the security of the institution must to a large 
extent depend. 


More and more the Day is being devoted to 
the formal dedication of new hospitals, new addi- 
tions, and new departments, but more than ever 
it is being consecrated by our hospital people to a 
more extended service and efficient care of the 
patients who through the years come to us to be 
restored to health. 
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The National Health Program 


Any program for the national health which 
fails to recognize the value of voluntary hospitals, 
voluntary health agencies, and welfare organiza- 
tions and the voluntary contributions in service 
made by physicians, nurses, dentists and other 
professional groups is built upon insecure and in- 
adequate foundations. 


The National Health Act, introduced by Sena- 
tor Wagner of New York, as S-1620 does not rec- 
ognize either by word or implication any volun- 
tary agency, hospital, or other philanthropic group 
interested in and working for the health and well- 
being of our people. 


No mention is made in the Act of the services 
of philanthropic organizations, which were ren- 
dering hospital and medical care, housing the 
orphans and the aged, providing the means and 
perfecting the methods of insuring and preserv- 
ing the health of our people long before the Fed- 
eral Government or other political divisions, 
became interested in the health of the people. 


The Act makes no mention of the voluntary 
hospitals which since they were first organized 
have provided hospital care for the majority of 
our people suffering from acute disease, or inca- 
pacitated by injury. It makes no reference to the 
partnership between voluntary and governmental 
welfare agencies, which President Roosevelt so 
strongly emphasized in his address on the Na- 
tional Health Program. 


The Act defines a number of welfare activities, 
distributed among the several Federal depart- 
ments or bureaus with no coordination in their 
varied activities, each working within surpris- 
ingly wide limits for the discharge of the respon- 
sibilities which the Act assigns to each. 


It vests unusual and extending powers in de- 
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partments poorly designed to exercise them and 
establishes, at least in one of the governmental 
bureaus, a health hierarchy with dictatorial pow- 
ers over medical practice, hospital service, and 
other health activities. 


The care of the indigent patient is poorly con- 
sidered in the provisions of the Act. Contrary to 
sound public policy, the Act incorporates no pro- 
visions for the care of the indigent in voluntary 
hospitals, and provides for financial support for 
tax-supported institutions only. 


The Act opens wide the door for a continuing 
burden of taxation for the construction, mainte- 
nance, and operation of institutions which may 
not and, in a majority of instances, will not be 
needed in view of existing hospital facilities. 


The Act, if passed, will provide funds for the 
construction of hospitals upon the basis of per- 
sonal influence or political expediency rather than 
upon the logical basis of community needs. The 
Act provides no program for a competent survey 
of public need before construction is authorized. 
The history of the construction of Veterans hos- 
pitals, many of which were not desired by the 
Veterans’ Bureau, or approved by the American 
Legion as a national organization, but which were 
constructed because of political pressure, will be 
repeated, as far as hospital construction is con- 
cerned, under the provisions of the National 
Health Act. 


The hospital field, voluntary as well as tax-sup- 
ported, has a great deal at stake, as Congress 
gives consideration to this Act. That some of the 
provisions should be changed, the sponsor of the 
Act admits. The Act should be defeated in its 
present form. If passed, the effect of this Act 
will be to impair, and in some instances destroy, 
a fine voluntary hospital system, without estab- 
lishing in its place either a better system or one as 
good for preserving or restoring the health of our 
people. 


a 


Voluntary Hospitals as a Tax- 
Supported Public Service 


A recent canvass conducted by the British Insti- 
tute of Public Opinion showed a considerable ma- 
jority of those voting in favor of discontinuing 
the philanthropic support of the thousand and 
ninety-two voluntary hospitals in Great Britain 
and establishing these hospitals as a public serv- 
ice supported by public funds. The Institute, in 
analyzing the results, emphasized that the most 
significant voting in the middle economic group 
was strongly in favor of making hospitals a pub- 
lic service. This voting, says the Institute, “was 
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a reflection of the difficulties which faced those in 
moderate means in obtaining medical services and 
hospital treatment. Unwilling to become recip- 
ients of charity by going to the voluntary hos- 
pitals, they were unable to meet the charges fo: 
care in private hospitals together with the doc- 
tors’ and surgeons’ fees.” 


The bases of support of voluntary hospitals i» 
North America, particularly in the United States, 
do not run parallel with the financial support o* 
hospitals in Great Britain, and there is some con- 
siderable difference in the incomes of the middle 
economic groups of the two countries and thei: 
ability to provide medical and hospital service. 
But in either instance it must be admitted tha: 
the rising costs of hospital and medical service in 
this country creates a serious financial problem tc 
this large class of our people. 


Charity as it relates to hospital service is still 
charity whether given by a voluntary hospital or 
one supported by taxation. The difference is that 
the charity given by the voluntary hospital is the 
expression of our desire to help those in distress, 
with a devoted service, inspired by our sympathy 
and interest in those in need, while the free care 
given in the tax-supported institution is a mechan- 
ical thing, cold and impersonal in its purpose and 
processes. 


It is not germane to this discussion to compare 
the relative values of the services of the volun- 
tary hospitals, with all their varied useful activi- 
ties, to those of the tax-supported institutions. In 
our method of living as well as in our philosophy 
of life, both are needed. But to incorporate all of 
our voluntary hospitals into a public service sup- 
ported by public tax funds is neither desirable as 
a public policy nor workable as a measure of pro- 
viding the best of hospital and medical care for 
all classes of our people. 


It is proper to refer to some of the causes for 
the increasing trends in the public thinking to 
change our voluntary hospital system to a tax 
supported public service. 


An important causal factor contributing to this 
growing sentiment is the indifference of our hos- 
pitals and medical profession to the increasing 
costs of medical care whether in the home or in 
the hospital. 


In our building of larger institutions, providing 
expensive diagnostic and therapeutic equipment 
which is costly to operate, securing the best nurs- 
ing and technical service for our patients, and ex- 
tending our teaching facilities we have increased 
the cost of hospital operation which is reflected 
in our charges for patients’ care. In this program 
hospitals have neglected to provide a suitable plan 
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by which patients in the middle economic group 
can meet the costs of their care without becoming 
impoverished. 


To a surprisingly large extent, both physicians 
and hospitals create the charity cases that come 
to them for care. First by establishing patient’s 
charges that the patients cannot at the moment 
meet, and second, by providing no plan by which 
he patient may pay for service in convenient sums 
that through payments at regular stated periods 
1e may discharge his indebtedness within reason- 
able time limits. 


Our voluntary hospitals will endure. But the 
responsibility rests heavily with each of them to 
develop for itself and in cooperation with the en- 
tire voluntary hospital group an adaptable pro- 
gram, through the application of which all of our 
people may meet the costs of hospital services, as 
they meet the costs of other of life’s necessities 
without impoverishment, or recourse to charity. 





Food for Thought 


The Right Reverend the Lord Bishop of Liver- 
pool, Albert Augustus David, D.D., delivered a 
sermon to the British Hospital Contributory 
Schemes Association on the occasion of its eighth 
annual conference. 


The Lord Bishop’s sermon is reproduced in full 
in the insert section of this issue. To comment 
editorially upon this fine sermon would be pre- 
sumptuous. Suffice it to quote some of its pass- 
ages that are particularly close to the thought 
of hospital people in America. 


In reference to the possible passing of the vol- 
untary hospitals system, the Lord Bishop said: 


“There was a time when the work of your 
hospitals was carried on not entirely, but 
mainly, by gifts from well-to-do people. The 
Boards that face us on the walls of entrance 
halls in our Infirmaries are silent witnesses 
of compassion and benevolence coming from 
comparatively small groups of generous men 
and women. And they will continue to come. 
But there are two reasons why in any case 
we should not be content to rely upon these 
larger gifts. One is that every year the cost 
of dealing with disease grows heavier—as it 
ought to do. 


“The other and greater reason is that care 
for the sick ought to be, and must be, made 
the interest not of a few only, but of all. 
There is one obvious and logical way of mak- 
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ing it so. Some people tell us that the work 
of Voluntary Hospitals, as such, is done. They 
say, you have kept the Christian Spirit of 
pity alive; you have kept it in action; you 
have taught the State to make mercy and 
pity a public concern, and the State can ex- 
ercise this concern more widely, more evenly, 
and more effectively than you can. There- 
fore be content. Give it all into the hands of 
the public authorities, local and national, with 
all the resources of taxation behind them. 


“No doubt that is the logical course. We 
shall not take it yet. I doubt if we shall ever 
take it, if only because we are not a logical 
people, for which I think we may be thank- 
ful. If ever we do, no doubt there will be 
gains easy to discern. But there will be one 
great loss, an unseen loss, but no less real be- 
cause it cannot be measured in material 
terms. 


“The impulse of benevolence lives and 
grows by expressing itself. If the people can 
take it for granted that disease and pain will 
be soothed and healed by some impersonal 
agency, and that they as individual persons 
have discharged their responsibility as soon 
as they have paid their rates, shall we not 
lose out of our national character a great 
power of compassion? When we decide to 
rely on voluntary rather than a State sup- 
port, we are accepting, whether consciously 
or not, a great moral ideal.” 


Hospitals in Times of Major Disaster 


Floods, cyclones, dust storms, and fires have 
been the causes of major disasters in different 
parts of the country during the past few years. 
They have been attended with a great deal of suf- 
fering due to injury and sickness, and occasionally 
have been followed by sporadic communicable dis- 
ease affecting an unusual number of the popula- 
tion. In addition, a considerable number of peo- 
ple have become seriously ill due to exposure and 
other hardships. 


These disasters come suddenly, often without 
warning, and the burden of caring for the ill and 
injured people falls upon the hospitals and medi- 
cal facilities of the immediate community and 
nearby cities. In practically all instances of major 
disasters, the hospitals have been able to give 
immediate attention to those who are injured or 


~ seriously ill. Lack of proper organization, as well 


as sufficient medical and hospital facilities to pro- 
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vide care as rapidly as possible for those who 
need it can cause considerable suffering. 


The American Red Cross has rendered excellent 
service in every major disaster. This has been due 
to both the initiative and the cooperation of the 
hospitals in making available as rapidly as possi- 
ble facilities for the transportation of the sick and 
injured, and by providing hospital and medical 
service. In some disasters there has been an 
incident delay because of lack of local organiza- 
tion to function properly. In some important 
instances, the proper organization had to be set 
in motion after the Red Cross authorities arrived 
on the scene. 


The hospitals of our communities might well 
cooperate with the Red Cross in perfecting an 
organization which would function properly with 
the least waste of time and give attention to the 
largest number of people. 


In addition to providing the necessary hospital 
accommodations this organization could have 
available the necessary quantities of medical and 
surgical supplies; doctors and nurses who would 
be immediately available; transportation facilities 
that could be quickly placed into use; and pro- 
visions for housing and feeding those who were 
made homeless as a result of the disaster. 


Some recent experiences would suggest the wis- 
dom of the hospitals contacting the American Red 
Cross and cooperating in establishing a local or- 
ganization to function in major disasters. This 
organization could be composed of hospital admin- 
istrators, physicians and surgeons, nurses and 
other trained personnel, under a directing head, 
which would be called into active duty in the event 
of major disasters. This in addition to the exist- 
ing organization which the American Red Cross 
has already established. 


a 


Institutes 


Hospital trustees as well as administrators 
appreciate the value of properly trained and well 
educated superintendents. During the past five 
years the group who have made a study of hospital 
administration and selected it as a career have 
received the majority of the appointments to im- 
portant administrative positions. 


Six years ago the American Hospital Associa- 
tion, in cooperation with other organizations 
closely allied to the hospital field and the Univer- 
sity of Chicago, established an Institute for Hos- 
pital Administrators. When the College of Hos- 


74 


pital Administrators completed its organization, 
an educational program was installed as one of its 
major activities. Since that time, Institutes for 
Hospital Administrators have been established at 
Cornell University, Duke University, the Univer- 
sity of Minnesota, the University of California, 
and for the present year at Columbia University. 


These Institutes are primarily refresher courses 
in administration. The courses of study are so 
arranged as to bring to the men and women who 
are the administrators of our hospitals the 
new and proven methods applied to satisfactory 
hospital administration. Through the series of 
lectures, seminars, round table and panel discus- 
sions, and field demonstrations, the latest develop- 
ments in hospital administration are brought to 
each registrant. 


The value to the administrator is directly re- 
flected in the increasing efficient operation of our 
hospitals. Within the past six years a total of 
1,400 hospital people have registered in the vari- 
ous Institutes. Each registrant has benefited 
through these intensive refresher courses. 


The larger objective has not been forgotten 
in the values that come to the individual. Through 
these Institutes the main objective of better hos- 
pital administration, better hospital service, and 
a better trained personnel has been accomplished. 





The A. H. A. Transactions 


The Annual Transactions of the American Hos- 
pital Association for 1938 have been distributed 
to our members. The value of each year’s book 
as a text for hospital people has long been recog- 
nized. The Transactions for the past year will 
be a worth while addition to the superintendent’s 
library. 


Its contents are well arranged and carefully 
edited. The study reports of Councils and Com- 
mittees incorporate a great deal of authoritative 
information of practical interest to the adminis- 
trator. 


The present volume is the twenty-third of the 
printed series. Where all are assembled, they 
constitute an encyclopedia of hospital knowledge 
that cannot be surpassed in value. They com- 
plete a library of hospital information that no 
hospital administrator should be without. 


The publication and distribution of the Annual 
Transactions of the Association has been one of 
its most important contributions to the hospital 
field. 
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Personnel Management 
GEORGE O'HANLON, M.D. 


tions, the hospital journals have published 

many articles pertaining to personnel man- 
agement contributed by recognized authorities. 
If by chance you have read them I am quite sure 
you will concur in the opinion there remains little 
io add other than to stress what has already been 
said. 


DD tins recent months, under various cap- 


The American College of Surgeons places its 
stamp of approval upon our hospitals, indicat- 
ing they are safe places for the sick to go; the 
American Medical Association, the newly created 
Specialty Boards, together with the State Boards 
of Medical Examiners approve of our hospitals as 
suitable for the training of interns and residents, 
while leagues of Nursing Education and Nurse 
Examining Boards set up standards of training 
and approve of our schools of nursing. Except 
for,a few attempts on the part of labor unions 
in separated areas, there has as yet been no rec- 
ognized state or national group organized to set 
up standards or even suggest what should be the 
policy of hospital governing boards in their rela- 
tions with their non-professional personnel. Con- 
sequently, we find it to be very largely an indi- 
vidual matter, with each hospital expressing its 
attitude, by its adopted set of rules and regula- 
tions, which outline in detail the relationship ex- 
pected to exist between employer and employee. 


Determining Numbers and Types of Personnel 


Hospitals, like individuals, have much in com- 
mon. Yet, in detail of organization, operation, 
and end results, differ, as does one human being 
from another. It is these very differences that 
each hospital geverning board must consider when 
determining what their personnel policy shall be 
and how it shall be managed. The type of hos- 
pital, its location, the size and general character- 
istics of the community it serves, its capacity, its 
endowment, and probable income, are a few of the 
factors to be considered in arriving at any con- 
clusion regarding numbers and types of person- 
nel. A hospital governing board itself, or through 
its executive, who in an established hospital should 
be the superintendent, will find its problem sim- 
plified by the approval of a personnel budget 
which shows the name and nature of each and 
every position to be filled with the emolument at- 
tending it. Job analyses by interested groups 
have suggested ratios of employees to patients, 
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but as yet none have been universally accepted; 
however, many of us seem unofficially to be op- 
erating on the average ratio of one employee to 
each patient. On this basis there are 968,706 per- 
sons today rendering services in and to our hos- 
pitals representing en masse our management 
problem. 


“Authority without responsibility makes one 
an autocrat—Responsibility without authority 
makes one a coward”—is a maxim every hospital 
governing board should have in mind when exer- 
cising itself or delegating to another, employment 
authority or the management of its personnel. 
When delegated, the executive head of the hos- 
pital, regardless of what he or she may be called, 
is the logical person to be so vested. Personally, 
I cannot conceive of any hospital functioning 
smoothly or efficiently unless the director or su- 
perintendent is given full and complete authority 
and in turn assumes entire responsibility. Each 
administrator has his own method of exercising 
the power vested in him and accounting therefor. 
In a small hospital, with few employees, and not 
many changes, the administrator may easily at- 
tend to all the detail involved in interviews, ap- 
plications, references and assignments, while the 
head of a large hospital may provide within his 
organization an employment bureau or personnel 
director to whom all applicants are referred, cre- 
dentials checked and vocational fitness deter- 
mined. The qualified applicant is tabbed for em- 
ployment and as opportunity offers is engaged 
directly or referred for final approval as accept- 
able to the head of the department in which he 
or she is to work. 


Before progressing this far the applicant will 
have been fully enlightened regarding the nature 
of the assignment, the hours of duty, the remuner- 
ation, time off, sick leave, vacation, etc. Even 
though in apparent good health, every potential 
employee must submit to a thorough and com- 
plete physical examination—few hospitals can 
afford to add to their staff, in any capacity, an 
employee who is physically unfit or conspicuously 
handicapped. Although expensive, repeated check- 
ups at stated intervals of the employees’ physical 
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conditions will be found a good investment, par- 
ticularly is this true in matters of repeated chest 
x-rays of nurses and doctors. Provisions of the 
Workman’s Compensation Act as affecting hos- 
pitals would seem to make such original and re- 
peated examinations not only desirable but nec- 
essary. 


The Duty of the Hospital to Promote and Maintain 
the Health of Its Employees 


Having accepted an employee into our service, 
it is clearly our duty to promote and maintain his 
health. The food we provide for our employees 
must be of good quality, well cooked and tastefully 
served. There must be variety and balance, and 
while we cannot cater to individual likes or dis- 
likes, we can without great effort please the ma- 
jority. Conditions under which our personnel 
work and live are of equal importance. Interns 
and nurses, graduates and pupils, are in general 
comfortably housed and properly fed. Our nurses’ 
homes and quarters for interns are as a rule gen- 
erously supplied with separate or single, bed 
rooms, often in suites of two or three with ample 
bath and toilet facilities connecting or most con- 
veniently placed. Recreation rooms, sufficient in 
size and number to accommodate all, are impor- 
tant. Our professional personnel domiciled in the 
hospital, have a right to interpret their living 
quarters as their home while with us and it is our 
duty to make them attractive and livable. Gym- 
nasiums and swimming pools are desirable, but not 
absolutely essential, such facilities being usually 
available in the community in which our hospitals 
are located, the use of which can be arranged. 
Many hospitals find our non-professional person- 
nel may with safety and economy live outside of 
our grounds and still efficiently and acceptably 
perform their duty. To some of us this arrange- 
ment has brought a more permanent, stable and 
responsible type of employee. Those institutions 
finding it more expedient for the employee to live 
in should provide quarters that are clean, com- 
fortable, and home-like. As our hospitals exist 
primarily for the restoration of the sick to health, 
we certainly should be exponents of health for our 
personnel. 


Importance of Mental and Physical Fitness 


I have already referred to the importance of 
having in our service only those who are sound 
in mind and body. It is to our interest to keep 
them so—to this end, we must protect them 
against illness or injury. It is inevitable some 
will in time need hospitalization. What then 
should be our policy? Here again, hospitals differ 
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widely in the manner and the extent to which they 
assume responsibility for sick employees. There 
can be no argument against giving a person work- 


‘ing in a hospital reasonable care, and if necessary 


at the expense of the hospital. Health insurance 
and group hospitalization plans now prevail so 
extensively, the care of our sick personnel is much 
less of a problem than heretofore. Every hos- 
pital should now protect itself, as well as its em- 
ployees, by taking advantage of some one of the 
measures which reimburse the hospitals for tak- 
ing care of their own. Before the advent of any 
hospital service plan for our personnel, two 
weeks to one month sick leave with pay seems 
to have been the prevailing practice—length of 
service and source of infection shortening or ex- 
tending the period. 


Vacations 


There seems little uniformity in our policy re- 
garding vacations. After one year of service, 
two weeks to one month with pay seems the ac- 
cepted custom. In many hospitals the granting 


of leaves either for vacation or illness is expen- 
sive; particularly is this the case if additional 
personnel must be employed in order to carry on. 


Hours of Duty 


Governing boards and hospital administrators 
have been conscious that the hours of duty im- 
posed upon employees in some departments are 
Iong and exacting. It would be our pleasure to 
reduce them at once were we financially able to 
do so. Much has been done, and more will be, as 
soon as each one of our hospitals has been turned 
into a research laboratory for the study of this 
question of personnel management, or the study 
of human relations as between employer and 
employee. 


Understanding the Personnel Problem 


Fundamentally, the human problem in hospitals 
is not materially different from that in industry, 
and over the years has not changed in any marked 
degree, unless to become more complicated. Forces 
of many kinds, visible and invisible, are and for 
some time have been at work. As a result, atten- 
tion has been increasingly focused on the prob- 
lem, so that we are all making a greater effort 
to understand it, then to do something about it. 
Those undertaking this study are already con- 
scious that in finding the solution we must use 
all of the assistance available in the field of sci- 
ence, particularly that of the psychologist and 
the sociologist. Scientific approaches which have 
been used in relation to the study of the basic ele- 
ments of machinery and materials will not be ap- 
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plicable in their entirety, but most certainly the 
study of human abilities, desires, and reactions 
will put as great a challenge upon our research 
workers as those imposed by the more tangible 
entities, if we are to achieve a more satisfactory 
understanding of our needs and methods of their 
fulfillment. 


In our large and ever expanding institutions, 
the accessibility of the employer to the employee 
is gradually lessening, and although we make use 
of personal assistant in an attempt at coverage, 
the close relationship once existing has in too 
many instances been lost. 


Stable Policies and Procedures for Employees 


Our employees have the right to enjoy the 
American standard of living; to permit them to 
do this, we must consider their hours, their wages, 
give them the best of working conditions, and 
leisure time facilities. It is of course true, the 
worker of today has advantages over those doing 
similar work even twenty years ago—at that he 
is no less human; he has a better educational 
background, a higher standard of living and mixes 
more with people. Experience makes it obvious 
we must all have a definitely formulated set of 
written policies, outlining concisely and clearly 
our policy in respect to wages, placement, devel- 








opment, hours of work and general conditions. 
We must set up within our organization definite 
procedures to accomplish the policies and objec- 
tives so outlined. Our policies, practices, and 
procedures must be clear to all. They must be 
sound enough and broad enough so it is unneces- 
sary to change them, only at long intervals. There 
is nothing so disconcerting as a wavering set of 
policies and procedures. Our department heads 
must carry on their relationship with our em- 
ployees so that they can earn their confidence. 
The department head must be a leader, not a 
driver. Inability to listen to a subordinate’s view- 
point, partiality, and domineering atittude, are 
those cardinal sins which must be avoided. 


There are many more points which might be 
mentioned as worthy of further study and consid- 
eration. They are mentioned in the published 
articles already referred to, so I will conclude 
by stating, the message I really wish to convey 
to you is that there is a definite recognition by 
hospital employees and employers that there is 
need for greater objectivity than that which exists 
at the present time. Our technique, in some in- 
stances satisfactory, needs further improvement, 
and it is apparent to those of us closely associated 
with employees’ relations that permanent prog- 
ress can be made only through enlarged and con- 
tinued research. 








Glass Bricks 
Glass bricks are daily coming into more popu- 
larity for outside walls of operating and delivery 
rooms in hospitals. 


As now used, the glass brick is a hollow, par- 
tially evacuated, water clear unit of pressed glass, 
having combined properties of a window and of a 
wall. It has a light transmission value of from 
27.5 per cent to 86.5 per cent as compared to 90 
per cent for plate glass, but the light is diffused, 
glareless, to the extent of a skylight with a north- 
erly exposure. 


Due to the insulating effect of the rarified dry 
air a four inch glass brick panel is equivalent in 
heat saving to a 13 inch brick wall plastered or to 
a triple window glass, or about four times that of 
a single window glass. Air infiltration is likewise 
greatly reduced due to closer structural bond at 
the points of junction with the other parts of the 
building. One New York test showed a saving of 
one ton of coal per year per 100 square feet of 
window area for glass brick as compared to ordi- 
nary windows. 


Another advantage for operating and delivery 
rooms is that condensation and frosting do not 
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take place as readily as on an ordinary window. 
With a room temperature of 70° F. and a relative 
humidity of 40 per cent, condensation begins on 
an ordinary window at a temperature of 36° F., 
while there is no condensation on a glass brick 
until a temperature of 16° F. is reached, and ac- 
tual frosting does not take place until the tem- 
perature is below zero. 


The cost of glass brick in place is approximately 
equivalent to that of a 13 inch brick wall, lathed, 
plastered, and painted. But once in place, no fur- 
ther maintenance cost is needed except an occa- 
sional washing if enough soil accumulates to be 
unsightly or to interfere with light transmission. 


Dr. E. L. Harmon Goes to Grasslands 
Hospital 

Dr. E. L. Harmon, director of Out-Patient Ser- 
vice of the University Hospitals, Western Reserve 
University, Cleveland, Ohio, has accepted the 
superintendency of Grasslands Hospital, Valhalla, 
New York, to succeed Dr. Claude W. Munger, who 
resigned to become superintendent of St. Luke’s 
Hospital, New York City. 

Dr. Harmon will report to take over the duties 
of his new position some time in August. 
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Patient-Age and Extra-Mural Influences 


A Study of Hospital Statistics 


KARL A. MEYER, M.D., and STELLA FORD WALKER 


sick population of Cook County Hospital is a 

cross section of the general population, hav- 
ing the same percentage of babies, children, mid- 
dle-aged and upper-age groups; that this sick 
population is affected directly by epidemics af- 
fecting the general population, by extremes of 
heat and cold affecting the general population, 
and by factors less well understood, which cause 
the mortality rate for a community or for the 
country as a whole to vary from day to day, sea- 
son to season, year to year. 


Te study was begun on the premise that the 


Ages of Hospital Patients 


Graph I shows ages of patients in Cook County 
Hospital by decades in the percentage of each 
group to the total number of patients admitted 
during a year. These percentages, connected by 
the continuous line, may be compared with those 
connected by the broken line which show the per- 
centage for each age group in a similar relation 
to the total population of the United States (fig- 
ures supplied by the Metropolitan Life Insurance 
Company). The lines follow each other very 
closely except for the very marked difference in 
the second decade. This is a decade in which 
sickness and the death rate are low (see Table 
I) hence a smaller proportion is hospitalized. The 
age period from twenty to twenty-nine years also 
has a low mortality rate but, unlike the period 
from ten to nineteen, shows on Graph I a high 
ratio of admissions to the hospital. This differ- 
ence in the two periods is explained by the fact 
that the period twenty to twenty-nine has the 
largest number of obstetrical patients. Over two 
thousand more obstetrical patients come into this 
period than in any other decade for care during 
a special, physiologic experience and such ad- 
missions are an addition to the hospitalized pro- 
portion of illnesses common to this decade. Cook 
County Hospital has as large a percentage of the 
upper-age groups as are found in the general 
population. 


Hospital and Community Rates Compared 


Graph II shows the mortality rates for Cook 
County Hospital from 1916 to 1937 inclusive. 
The high peak in 1918 reflects the influence of 
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the influenza epidemic and the second highest 
peak that of the near-influenza or pneumonia year 
of 1928. This curve is compared with the mor- 
tality rates for the city of Chicago for the same 
period (data furnished by the Public Health De- 
partment of the City of Chicago). The dotted 
line for the City of Chicago reads per mill, while 
that for the Hospital reads per cent. The range 
for the City is from 17.0 in 1918 down to 9.7 in 
1933 per thousand; for the Hospital from 15.5 in 
1918 down to 9.0 in 1931 per hundred. Exagger- 
ating the variations for the entire population ten 
times brings out a remarkable uniformity between 
the two curves. 
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Graph I 


Distribution of patients admitted to Cook County Hospital 

(1937) according to age groups. The percentage in each 

decade is shown on the continuous line. The percentage in 

each decade in the general population (United States) is 
shown on the broken line. 
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Graph II 


Mortality rates from 1916 to 1938 in Cook County Hospital 
compared with the mortality rates for the City of Chicago 
for the same years. 


Seasonal or Month to Month Variations 


It is interesting to find that the range in any 
one year is considerable. Graph III shows the 
Hospital mortality rates from month to month for 
the years 1937 and 1938 compared with the varia- 
tion from month to month in deaths per thousand 
population in the City of Chicago. The similarity 
between the City and Hospital curves is signifi- 
cant. 


Day to Day Variation 


An interesting study of day to day variation is 
presented in Graph IV. The striking variation 
in the number of deaths per day (continuous line) 
is compared with the variations in temperature 
(broken line) for the month of July, 1936. (No 
heat-death study of a later date is presented 
because no such extremes of temperatures or con- 
tinuous heat period has been experienced in Chi- 
cago comparable to the summer of 1936.) That 
the death rate in Cook County Hospital parallels 
that of the community during temperature 
changes is shown by Graph V. 


Compensating Low for Each Peak in 
Mortality Curve 


An unusually low point follows each peak in 
the mortality curve—a period of compensation 
due to the fact that individuals whose resistance 
is low, those afflicted by illness or otherwise handi- 
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capped but whose deaths would be normally 
spread over a number of years are carried off 
by the influenza or pneumonia attacks (Graph 
II). The compensating point drops proportion- 
ately lower in the Hospital curve than in the 
community curve, because the hospital is espe- 
cially affected by the earlier elimination of these 
same handicapped and ill individuals. In Graph 
IV again each death-peak is compensated for by 
a low point in the death curve occurring with 
each relief from the high temperature. Those on 
the border line die in the extreme heat and a com- 
pensation occurs comparable to that seen in 
Graph II. 


Age Factor in Mortality Rates 


The mortality rate for the Hospital is high as 
compared with rates of private hospitals. There 
are at least two very evident reasons for this 
high mortality which has no relationship to the 
treatment received in the hospitals compared. 
One is the high percentage of aged persons in 
Cook County Hospital as compared with pay hos- 
pitals and the other is the high percentage of 
poorly nourished, poorly cared for people entering 
the Hospital in advanced stages of sickness. 


Graph VI gives the mortality rates for Cook 
County Hospital for the years 1936 and 1937 by 
decades. The curve shows the average death rate 
for the two years in each decade, ranging from 
4.5 per cent in the second decade and 4.0 per cent 
in the third decade to 56.3 per cent for ages of 
80 and over. The following table gives the death 
rate by decades in 1936 in the general population. 
It is readily seen that, if these rates were plotted 
on Graph VI, the curve would be similar to that 
of the Hospital curve, the latter being naturally 


Graph III 


Mortality rates shown for each month during 1937 and 1938, 
comparing the trend in the Cook County Hospital and the 
City of Chicago. 
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Graph IV 


Daily temperature range during July, 1936, shown with the 
number of deaths each day at Cook County Hospital. 


above that for the general population. The age 
factor is very important in any comparable study 
of hospital mortality rates. 


Table I 


DEATH RATES PER 1,000 BY AGE, 
UNITED STATES, 1936 


Age Group Rates per 1,000 
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URN EP ED Maio ub va ao Sis a's 1s w-6 Abs Seles one 80.91 
ag 8 soc Wale odsiewaalose ne 178.66 
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Effect of Race 


Negro and White compared: About one-third 
of the patients at Cook County Hospital are 
Negroes. Death rates given by sex and age in the 
general population run from twenty to thirty per 
cent higher for the colored than for the white 
race. One might expect then, that the large num- 
ber of colored patients at County would be an 
important factor in a study of mortality rates. 
This, however, is not the case. In a study of 
over thirty thousand patients (10,333 colored, 
19,806 white) in 1938 the rates for the two 
groups ran practically parallel. In the diseases 
of the respiratory system, including tuberculosis 
discharges and deaths, the death rates were: 
colored 44.9 per cent and white 40.8 per cent; 
for all diseases of the digestive tract: colored 7.4 
per cent and white 6.5 per cent; for diseases of 
the nervous system: colored 24 per cent, and 
white 21.7 per cent; for all other diseases the 
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rate was slightly lower in the colored group than 
in the white; for example, in the diseases of the 
heart and circulatory system the rates were: 
colored 27 per cent, white 29.3 per cent; and the 
total for the entire series was colored 9.3 per cent 
and white 10.4 per cent. It may be concluded 
that the difference in mortality rates ordinarily 
shown between the two rates is not one due to 
color or race but is based on differences in eco- 
nomic status affecting state of nutrition or general 
health conditions, a difference which is non- 





Graph V 


Average number of deaths in Cook County Hospital, the 

City of Chicago, and New York City for days registering 

temperatures of 80 degrees or less, 81 to 90 degrees, and 
over 90 degrees. 
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existent in the very nature of admissions at 
County Hospital. In fact, casual observation 
might lead to the conclusion that the colored 
patients may be in better condition, on an aver- 
age, coming more readily to be cared for by the 
County than the white group, an observation 
borne out by the lower mortality rate in the 
colored than in the white race for the entire 
hospital. 
Economic Status 


Frequently studies appear showing the differ- 
ence in mortality rates according to social levels. 
To anyone caring for patients at County the im- 
portance of economic status is obvious. The 
condition of the patients on admission is aggra- 
vated by under-nourishment and malnutrition, 
and the disease may be in a far advanced state. 
This effect on the death rate in a hospital without 
marked contrast in social levels can be shown by 
contrast between hospitals and also by the per- 
centage of deaths occurring too soon after ad- 
mission to be considered as institutional deaths. 
Painton and Ulrich* show a mortality rate for 
pneumonia patients admitted at Buffalo City Hos- 
pital from 1927 to 1935 of 38.5 per cent and 32 
per cent occurred within twelve hours after ad- 
mission. They point out that the rate varies con- 
siderably with the class of patients and cite in 
contrast 19.5 per cent for Rockefeller Hospital 
and 35.8 per cent for Bellevue Hospital. The rate 
for 1938 at Cook County Hospital is approxi- 
mately 30 per cent and 33 per cent occurs in the 
first 48 hours. In the cardiac and other circula- 
tory diseases the rate is 28 per cent with 30 per 
cent of the deaths occurring in the first 48 hours. 
The rate for tuberculosis is 54 per cent while 
that of all the sanitariums and tuberculosis hos- 
pitals in Illinois is 40 per cent and of the deaths 
at County, 25 per cent occurs within the first ten 
days, and 68 per cent in the first month of hos- 
pitalization. 


Purpose of Statistical Study 


A series of graphs, one for each service at 
County Hospital, just completed in the medical 
record library shows very clearly variations be- 
tween these services. If a service shows a very 
rapid increase in number of patients, the mor- 
tality rate may creep up as the medical and nurs- 
ing staffs in that service become overburdened, 
while another service to which has been added 
doctors and nursing help may show a decrease 
greater than that to be expected by comparison 
with the basic studies. These are institutional 
factors. A definite and consistent trend to lower 
death rates is noted on certain services at County. 





*Painton, J. F., and Ulrich, J. J. Lobar Pneumonia: analysis 
of 1,298 cases. Ann. Int. Med. 10:1345-1364. 
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Graph VI 
Effect of age on mortality rate: per cent of deaths among 


patients in each decade of life, showing the high mortality 
in the upper-age groups. 
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One service reduced its mortality rate by improv- 
ing the condition of patients on admission. When 
it was determined that another institution cr 
social agency was referring patients to County 
in advanced or practically moribund condition, the 
facts were discussed with those responsible so 
that a change in practice was reflected in better 
previous care of patients or earlier transfer to 
County. Marked decreases in mortality rates are 
seen when some newly established therapeutic 
measure reduces the mortality rate in a particular 
disease, which will no doubt parallel the rate for 
the disease wherever the patients are located, 
that is, in private practice and in other hospitals, 
as fast as the new treatment is inaugurated. 


The story of any one of the special services is 
not within the scope of the present article, which 
is for the purpose of emphasizing the importance 
of studying extra- as well as intra-mural factors. 


Basic studies and a long range view are essen- 
tial in properly evaluating the work of an institu- 
tion, of a service, or of a treatment for a particu- 
lar disease. Such studies give credit where credit 
is due, afford an added stimulus toward improve- 
ment or happily point the way to betterment of 
service. 


Acknowledgment is made of the cooperation of Irene 
Jindra, Statistician, and Joyce A. Kessler, Punch Card 
Division, in the compilation of the data in this paper, and 
of Dorothy Bartels in preparation of the graphs for pub- 
lication. 
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Chocolate and Cocoa 


Both chocolate and cocoa are derived from the 
cacao bean, the seeds of the pulpy fruit of a tropi- 
cal tree. When mature, the canteloupe-like fruit 
is harvested and the two rows of white beans are 
stripped out of their pulpy bed. The beans are 
permitted to ferment from two to nine days, dur- 
ing which process they acquire a brown color and 
their characteristic cocoa odor. At the end of 
this fermentation period, the beans are dried and 
start on their trip to the processor and to the 
consumer. 


The processor cleans and then roasts the beans 
in much the same manner as coffee is roasted. 
After roasting, the beans are ground between mill 
stones until the product is thick brown liquid 
which is in turn permitted to harden into a hard, 
fatty, brown mass. 


At this point, cocoa and chocolate part company. 
If destined for cocoa, the fatty brown mass goes 
into hydraulic presses which squeeze out the cocoa 
oil and the press cake is ground, screened through 
silk gauze, and emerges as cocoa. 


If intended for chocolate, the entire oil contain- 
ing mass is ground and agitated into a soupy paste 
of fine and even texture and drawn off into molds. 


The only difference between the chocolate and 
the cocoa is the amount of cocoa butter allowed 
to remain in the finished product. 


Cocoa has a stimulant effect similar to, but 
much less than that of tea or coffee, but unlike 
the latter it has a definite food value according 
to the retained amount of cocoa oil. Since the oils 
in both cocoa and chocolate are subject to de- 
terioration, they should be kept in a cool, dry 
place. 


Under the new Federal Food and Drugs Act, 
standards for the identification of cocoa and choc- 
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olate have not yet been established but certain 
advisory standards have been promulgated. 


The more important features of these advisory 
standards are: 


Plain chocolate, bitter chocolate, chocolate 
liquor, chocolate paste, and bitter chocolate 
coating, should contain not less than 50 per 
cent cacao fat. 


Sweet chocolate should be made of chocolate 
with the addition of sugar or dextrose or both. 


Milk chocolate or sweet milk chocolate should 
be chocolate containing not less than 12 per cent 
of milk solids with sugar or dextrose or both 
added. 


Plain cocoa should be pulverized chocolate 
with part of the cocoa butter removed. No 
minimum amount of cocoa butter is suggested. 


Breakfast cocoa should contain at least 22 
per cent cacao fat. 


Sweet or sweetened cocoa should be plain 
cocoa to which sugar or dextrose has been added 
up to 65 per cent by weight of the finished 
product. 


Sweet milk cocoa should be cocoa ground with 
sugar or dextrose and containing at least 12 per 
cent by weight of whole milk solids. 


Dutch process cocoa should be cocoa to which 
have been added not to exceed 3 per cent of 
alkalis by weight. This product should not be 
called soluble because it is not soluble. 


Chocolate malted milk should not be simply. 
a mixture of malt syrup, milk and cocoa, but 
should contain whole milk, malt syrup and choc- 
olate (not cocoa) in which a reaction similar 
to that of a yeast has produced an actual food. 
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Standardization and Simplification of Hospital 
Furnishings, Equipment and Supplies 


NEAL R. JOHNSON 


and Standardization” may be set forth as 

follows: We aim to simplify by eliminating 
superfluous varieties of types, shapes and sizes 
of any specific item used in quantity, and in com- 
mon, in the hospital field, but which heretofore 
has been offered in promiscuous sizes regardless 
of the ultimate utility and economic value to the 
hospitals. 


F snd stanaar of the term “Simplification 


Standardization Follows Simplification 


Simplification is accomplished through the 
medium of a questionnaire, sent to a large group 
of hospitals, and through committee meetings. 
The committees are composed of representatives 
of the American Hospital Association, the Ameri- 
can College of Surgeons, manufacturers, distrib- 
utors, and users of the product under considera- 
tion, in collaboration with representatives of the 
National Bureau of Standards, United States De- 
partment of Commerce. 


Then standardization of the item follows and 
can best be exemplified by the following statistics: 


The first survey conducted on Surgical Dress- 
ings revealed the astonishing fact that approxi- 
mately 5,000 different shapes and sizes of dress- 
ings were in use in the United States and Canada, 
and that 1,500 variations of one type were used 
for practically the same purpose. 


The net result of this survey was the recom- 
mendation and adoption of the following as the 
accepted standards for surgical dressings: 


Five sizes of sponges 

Six sizes of abdominal packs 

Six sizes of sterile gauze dressings 
Six sizes of pads 

Six sizes of cotton balls 


These twenty-nine standardized dressings are 
being made commercially, and can be purchased 
from the better known manufacturers of gauze 
and gauze dressings. 


Thus, is the term simplification and standard- 
ization graphically illustrated. From 5,000 to 
29 is really an astounding accomplishment. The 
printed report of this survey is known as “Sim- 
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plified Practice Recommendation No. R133-38, 
Surgical Dressings,” and is for sale by the Su- 
perintendent of Documents, Washington, D. C.— 
price 5 cents. It also gives specifications, sizes, 
materials and methods of folding. 


Another illuminating survey is known as “Sim- 
plified Practice Recommendation No. R24-37 
Hospital Beds.” Questionnaires sent out by a 
committee in 1923 disclosed the following condi- 
tions: 

1 Total number of beds reported—92,167 

2 Variations in length 33 (from 60 to 90 
inches) 

3 Variations in width 34 (from 24 to 54 
inches) 

4 Variations in height 44 (from 1214 to 

40 inches) 

Total variations in length, width, and 

height 111 

After due consideration of the figures pre- 
sented above the committee eliminated 32 lengths, - 
33 widths and 43 heights, and recommended the 
following sizes and varieties as standard, and they 
were so adopted. 


1 For general hospital use: 
A—Length, inside distance between head 


Ce ere 78 inches 
B—Width of end angles of 

WE a's ic (ash aWicsieeen 36 inches 
C—Height from floor to top of springs, 

inclusive of casters, etc...... 27 inches 


2 The committee recognized that for cer- 
tain uses two variations in width be allowed 
and hence recommended 33 inches for the 
narrower bed, and 39 inches for the wider 
one, the length and height in each case to 
remain the same as above. 


A subsequent survey was conducted in 1936 
and proved conclusively that the original size 
adopted was in general use and that the pur- 
chase of new beds of this size, viz.: 78 inches 
long, 36 inches wide and 27 inches high was gain- 
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ing steadily. This last survey covered approxi- 
mately 450,000 beds and in view of the results 
disclosed the existing schedule of sizes was again 
reaffirmed by the committee, without change, in 
August, 1937. 


These two fine examples of simplification and 
standardization I think serve as a dramatic illus- 
tration of the aims and purpose of this under- 
taking. 


Other simplified practice recommendations per- 
taining particularly to hospital furnishings, sup- 
plies, and equipment are now in effect on the 
following items: 


Hospital Chinaware 

Hospital and Institutional Cotton Textiles 
Adhesive plaster 

Surgical Gauze 

Metal partitions for Toilets and Showers 
Hospital Plumbing Fixtures 

Clinical Thermometers 

Steel Bone Plates and Screws 

Rubber Sheeting 

Wool and Part-Wool Blankets 

Surgeons’ Rubber Gloves 

Mattresses for Hospital and Institutions 
Wood Slat Venetian Blinds 


I believe the surgeons will be interested in 
knowing that a project is now under way for the 
establishment of simplified practice recommenda- 
tions for surgical gut. 


Advantages 


Some of the specific advantages which should 
follow the adoption of simplification are: 


To the Producer and Manufacturer 

1 Less capital tied up in slow moving 
stocks 

2 More economical manufacture, with 
longer runs and fewer changes 

3 Larger units of production and less spe- 
cial machinery 

4 More prompt delivery 

5 Less obsolete material and machinery 

6 Lower finished cost of product 


To the Jobber, Wholesaler and Retailer 

1 Increased turnover 

2 Elimination of slow moving stock 

3 Staple line, easy to buy, quick to sell 

4 Greater concentration of sales efforts 
on fewer items 

5 Less capital invested in stocks and re- 
pair parts on hand 


6 Less storage space 
7 Decreased overhead expenses 


To the Consumer 
1 Better values than otherwise possible 
2 Better service in delivery and repairs 
3 Better quality product 


The program described offers a means of vol- 
untary cooperation through adherence to this ap- 
proved simplification. The important point is the 
participation of all interests. Those who stay 
out not only deprive themselves of the economies 
inherent in simplification, but prevent the indus- 
try as a whole from securing the full measure of 
these benefits. 





Georgetown College Celebrates Its Sesquicentennial Anniversary 


Georgetown College will celebrate its sesqui- 
centennial on the University Campus in the City 
of Washington, from the twenty-eighth day of 
May to the third of June. The Reverend Doctor 
Arthur A. O’Leary, S.J., is President of the Uni- 
versity, and the Reverend Edmund A. Walsh, S.J., 
is Chancellor. 


It is interesting to quote the announcement of 
the Susquicentennial, which incorporates the early 
history of this fine institution: 


“Andrew White, Jesuit pioneer and chaplain to 
the Maryland pilgrims, on arrival at St. Mary’s 
in 1634, straightway erected an academy hewn 
from logs for instruction of the Piscataway In- 
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dians and for educating the newly-arrived col- 
onists, and Whereas those resolute beginnings, 
after much tribulation did, by God’s Providence, 
reach final dwelling-place on Georgetown Heights 
by the waters of the Potomac in 1789, there to 
become, by foundation of John Carroll, the first 
Catholic College in these United States; and 
Whereas, 


“Memory begets memories as the spark begets 
the flame, so be it recalled how in the same year 
the guaranteed blessings of civil and religious 
liberty found equal habitation in the new Republic 
by adoption of a Federal Constitution which still 
endures as fundamental law from generation unto 
generation.” 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service 


Legal Developments 


For the May issue of State Government, C. 
Rufus Rorem has prepared an article on Volun- 
tary Hospital Service Plans. This magazine, which 
is sent to every member of a state legislature in 
the United States, is published by the Public Ad- 
ministration Clearing House, Chicago. A large 
portion of the article concerns the status of en- 
abling legislation for non-profit hospital service 
plans. 


Our readers might be interested in state-by- 
state information concerning the legal incorpora- 
tion of such plans. The states on which we have 
information are given below. States not men- 
tioned have as yet no non-profit plans. 


Alabama—Special enabling act, passed in 1935, up for 
amendment, 1939 

California—Special enabling act, passed 1935, amended 
1937, up for re-amendment, 1939 

Colorado—Incorporated as service contract—no special 
enabling act 

Connecticut—Incorporated as service contract—enabling 
legislation being considered, 1939 

Delaware—Incorporated under service contract—no spe- 
cial enabling act 

District of Columbia—Special enabling act now before 
Congress, 1939 

Florida—Special enabling act before 1939 legislature. 
No non-profit plans yet 

Georgia—Special enabling act passed 1937 

Illinois—Special enabling act passed 1936 

Indiana—Special enabling act vetoed by governor, 1939. 
No non-profit plans 

Iowa—Special enabling act defeated 1937, passed 1939 

Kentucky—Special enabling act passed 1938, will be 
amended 1940 

Louisiana—Under service contract now; will introduce 
special enabling act 1940 

Maine—Special enabling act passed 1939 

Maryland—Special enabling act passed 1937 

Massachusetts—Special enabling act passed 1937, up 
for amendment, 1939 

Michigan—Special enabling act defeated 1937, under 
consideration, 1939 

Minnesota—Under service contract 

Mississippi—Special enabling act, 1936 

Missouri—Under service contract 

Nebraska—Special enabling act before legislature, 1939 

New Jersey—Special enabling act passed 1938 

New Mexico—Special enabling act passed 1939 

New York—Special enabling act passed 1934 

North Carolina—Under service contract 

Ohio—Special enabling act passed 1939 

Pennsylvania—Special enabling act passed 1937 

Rhode Island—Special enabling act passed 1939 

Tennessee—Under service contract; consideration of 
special enabling act dropped 

Texas—Special enabling act being considered, 1939 

Utah—Special enabling act introduced, but it was lost 
in Committee, 1939 
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Vermont—Special enabling act passed 1939 
Virginia—Service contract under supervision of State 
Corp’n Commission, Securities Division 
Washington—Special enabling act being considered, 
1939 
West Virginia—Special enabling act introduced 1939, 
but not passed. Under service contract 
Wisconsin—Special enabling act defeated 1937, being 
considered, 1939 
_ Manitoba, Canada—Special enabling act passed 1938 
Of special enabling acts now in effect, seven 
were passed in 1939, with the prospect of 8 addi- 
tional ones going through at present legislative 
sessions. It is the intention of all these bills to 
place responsibility definitely on the participating 
hospitals in accord with Commission on Hospital 
Service standards. In one state the special en- 
abling legislation was defeated and in three others 
it was dropped. 


Expanded Services 


Group Hospital Service, Incorporated of Wil- 
mington has extended its coverage to the entire 
state of Delaware. Contracts are now being drawn 
up with the hospitals of these counties, including 
them as non-member participating hospitals. 


* * * 


Effective April 1, 1939, Group Hospitalization, 
Incorporated, of Washington, D. C., has extended 
its benefits to include all medicines and medicants 
(except sera and oxygen), 21 days’ care for each 
child enrolled instead of 21 days’ total for all chil- 
dren in a family, and a lower family rate of $1.75 
per month. Subscribers renewing their subscrip- 
tion for a second year will be entitled to 30 days 
of hospital care, and six months’ additional care, 
if necessary, beyond the 30 days, at half rate. 


* * * 


The Hospital Service Plan of Norwalk, Con- 
necticut, has added special serums and physio- 
therapy treatments costing not over $15.00 for a 
30-day stay to its list of benefits and has changed 
the rates for payroll deduction groups to 75 cents 
per month per individual, $1.45 husband and wife, 
and $2.15 per family. The rates were formerly 
80 cents, $1.35 and $2.10. 


* * o* 


Hospitals which have recently become partici- 
pating members of approved hospital service plans 
are: 

The Altoona and Mercy Hospitals, Altoona; 
Nason Hospital, Roaring Spring, and the Arm- 
strong County Hospital, Kittanning, in the Hos- 
pital Service Association of Pittsburgh. This As- 
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sociation is now functioning in 15 counties of the 
State of Pennsylvania. 


The Ryburn-King Hospital, Ottawa, Illinois, in 
the Central Illinois Hospital Service Association, 
Peoria. 


The Gibson Hospital, Enterprise; Greensboro 
Hospital, Greensboro, and Stillman Institute Hos- 
pital at Tuscaloosa in the Hospital Service Cor- 
poration of Alabama. The Stillman Institute Hos- 
pital at Tuscaloosa is a hospital operated exclu- 
sively for Negroes and it is operated in connection 
with the Stillman Institute, a Negro school. This 
hospital will extend service to Negro subscribers 
in Tuscaloosa. 


Commission on Hospital Service Activities 


The total enrollment of 59 non-profit hospital 
service plans reached 3,463,230 on April 1, 1939, 
as contrasted with 1,611,371 on April 1, 1938, and 
750,000 on April 1, 1987. A mimeographed list 
of the plans and their enrollment is available from 
the office of the Commission on Hospital Service. 


At a meeting of the Commission on Hospital 
Service in New York City on March 24, 1939, re- 
cent information for proper appraisal was lack- 
ing from a number of the previously approved 
plans. In order to apply consistently a set of 
standards, it was felt necessary for the Commis- 
sion to defer issuance of the list of re-approved 
plans for 1939. 


When the list of approved non-profit plans was 
published by the American Hospital Association, 
April, 1938, attention was given primarily to form 
of organization, in order to distinguish non-profit 
plans from stock or mutual companies. The pub- 
lic has since come to regard approval also as a 
guarantee of actuarial and financial soundness. 
Hence the Commission on Hospital Service, in 
considering first approval and reapproval, has 
been forced to make careful scrutiny of financial 
condition and operation. 


It was voted to prepare a revised and expanded 
statement of the standards which will be used for 
approval and reapproval. Through consultation 
with the Council on Hospital Service Plans, con- 
sideration for first approval and reapproval will 
be based upon cumulative financial experience up 
to some later date, probably June 30, 1939, with 
expectation of formal announcement some time 
before the annual convention of the American 
Hospital Association. 


It was agreed that the Commission should 
gather and distribute: data concerning combined 
hospital and medical service prepayment plans 
and cooperate in appropriate ways with non-profit 
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hospital service plans and other interested groups 
in the study of this problem. The gathering and 
distribution of such data does not place the Com- 
mission on Hospital Service in the position of rec- 
ommending indiscriminate development of volun- 
tary health insurance plans. 

* * * 


Michigan Society for Group Hospitalization, 
Inc., has received approval as to form of organiza- 
tion from the Commission on Hospital Service. 

* * * 


The Southwest Virginia Hospitals, Incorpo- 
rated, Wise, Virginia, sponsored by 15 hospitals 
in the southwestern portion of Virginia, has ap- 
plied to the Commission on Hospital Service for 
approval as to form of organization. 

* * * 


The Commission on Hospital Service will have 
an educational display at the Tri-State Hospital 
Assembly (now including hospitals of the states 
of Illinois, Indiana, Wisconsin and Michigan) at 
the Stevens Hotel, Chicago, May 3-5, 1939. 


* %* * 


The Panel Discussion and Round Table on Hos- 
pital Service Plans, presented in Dallas, Texas, 
September 29, and preprinted in separate copy 
from the American Hospital Association Transac- 
tions, was mailed to all service plan directors dur- 
ing the past month and is available to other in- 
terested persons at a charge of 25 cents per copy. 

* * * 


While the Cleveland Proceedings of the Mid- 
Winter Conference of Hospital Service Plan Ex- 
ecutives (February 1939) will be sent upon re- 
quest, in some quantity, to those plans partici- 
pating in the Council’s Research Program and 
Inter-Plan Information Service, copies will also 
be made available to individuals at a charge of 25 
cents per booklet. 


Council on Hospital Service Plans 


At a joint meeting of the Council on Hospital 
Service Plans and the Commission on Hospital 
Service in New York City, March 25, 1939, it was 
agreed that there would be a conference of Hos- 
pital Service Plans at Toronto on Monday and 
Tuesday, September 25 and 26, 1939, which are 
the first two days of the Convention of the Amer- 
ican Hospital Association. The morning and after- 
noon sessions of Monday and Tuesday are to be 
executive sessions limited to the employees or 
trustees of non-profit plans which are fully ap- 
proved or approved as to form of organization. 
Guests may be invited to the luncheon meetings 
and to a dinner on Tuesday evening. 


It is expected that there will be two sessions of 
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the American Hospital Association devoted to hos- 
pital service on Wednesday, September 27, a pro- 
gram session in the forenoon and a round table 
in the afternoon. 


Headquarters have been arranged for the hos- 
pital service plan executives at the Royal York 
Hotel. Executives expecting to attend the confer- 
ence should notify C. Rufus Rorem at their first 
convenience as to whether they have made reserva- 
tions directly. For those who have not done so, 
reservations will be assigned in the order of their 
receipt. 


The executive sessions will be held at a special 
meeting place in the city to be announced later. 
The Wednesday meetings will be held at the reg- 
ular exhibit hall or conference rooms for the ses- 
sions of the American Hospital Association. 

* * ok 

The Committee on Public Education appointed 
by the Council of Hospital Service Plans, John 
A. McNamara, chairman, held its first meeting in 
Columbus, Ohio, April 13. 


The Committee on Actuarial Data appointed by 
the Council of Hospital Service Plans, E. A. van 
Steenwyk, chairman, held its first meeting in Phil- 
adelphia April 15. The Committee on Hospital 
Relations, Dr. Lewis E. Jarrett, chairman, held 
its first meeting in Roanoke, Virginia, April 22. 

* * * 

Maurice J. Norby, who started April 1 on a 
three months’ tentative program with the new 
Research Program and Inter-Plan Information 
Service, mailed out a questionnaire to all the hos- 
pital service plans on April 8, in an effort to deter- 
mine whether the ratio of demand for hospitaliza- 
tion has increased in the first quarter of this year 
among hospital plan subscribers. Returns are just 
now being tabulated and will be announced in 
next month’s Bulletin. 


Personnel 


Paul Webb, formerly associated with the Hos- 
pital Service Association of Pittsburgh, has been 
made executive director of the Associated Hos- 
pital Service of Maine. 

* * * 

Stanley H. Saunders, formerly enrollment su- 
pervisor of Associated Hospital Service of Massa- 
chusetts, has been appointed executive director of 
the new plan in Rhode Island, with headquarters 
in the Rhode Island Trust Building, Providence, 
Rhode Island. 

* ok * 

Louis L. Clow of Fairport, New York, has ac- 
cepted the position of executive director of the 
Group Hospital Corporation of Cincinnati, Union 
Central Building, Cincinnati. 
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Edward C. Ames, executive secretary of the 
Hospital Service Association of Toledo, received 
the Achievement Award of the Junior Chamber of 
Commerce at the Willard Hotel, Toledo, March 15. 
The judges’ statement said in part: “We reached 
the conclusion that the work of Edward C. Ames 
in inaugurating and putting into successful op- 
eration the hospital plan has been the outstanding 
civic achievement of a young man during the last 
year.” 


News Briefs from Different Plans 


Rochester Hospital Service Corporation has pre- 
pared a one-page mimeographed application blank 
to be sent to other plans, filled out and returned, 
whenever a subscriber from one of these plans 
moves into the Rochester territory and requests 
to be transferred to the Rochester plan. 

+ £6 

Group Hospital Service, Inc. of St. Louis just 
paid its third maternity bill for one of its mem- 
bers who joined in April 1936 with their first 
group—Sears, Roebuck & Co. In March of 1937 
she had her first child, in March 1938 her second, 
and in February 1939 her third. She received 
full care for herself and infant each time, as she 
is a “regular” subscriber. Her total hospital bills 
have amounted to $225 and all it has cost her is 
$27 plus $1 enrollment fee. 

* * * 

On April 10, Associated Hospital Service of 
Massachusetts held its annual meeting of voting 
members. The Board of Directors was increased 
from eleven to seventeen, the majority being trus- 
tees and administrators of hospitals. There was 
a re-allocation of votes, giving the Massachusetts 
Medical Society and the Massachusetts Hospital 
Association twenty-five votes each. Fifty votes 
were allocated to lay organizations (mostly sub- 
scribing groups). 

* * * 

Through the courtesy of an outdoor advertising 
company in Johnstown, Pennsylvania, several bill- 
boards are being used to attract public attention 
to the fact that all three of Johnstown’s hospitals 
—the Memorial, the Mercy, and the Lee Homeo- 
pathic—are participating in the Hospital Service 
Association of Pittsburgh. 

* * * 

Central Illinois Hospital Service Association of 
Peoria, Illinois, called a luncheon meeting of the 
superintendents of its ten participating hospitals 
on April 13 at the St. Francis Hospital of Peoria. 

2 * * 

Plan for Hospital Care, New Haven, Connecti- 
cut, had enrolled 80,000 subscribers when on April 
5 they enrolled Arthur C. Leach, New Haven fire- 
man. Plan for Hospital Care started enrollments 
in the little village of New Milford on. an indi- 
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vidual basis during the month of April. This is © 


their first experiment in this type of enrollment. 


Miscellaneous 


The Mayor of Hannibal, Missouri, has pro- 
claimed the week of March 27, to March 31, as 
“Group Hospital Service Week.” A special mass 
meeting was held at which members of the County 
Medical Society, representatives of the two local 
hospitals, and city leaders spoke. More than 100 
posters were placed in business offices and shop 
windows, and every effort was made to reach all 
25,000 residents of the town. 


* * * 


On March 30 the Board of Directors of Asso- 
ciated Hospital Service of Massachusetts sent a 
letter to all member hospitals notifying them of 
a reduction of 20 per cent in payments for all 
cases discharged in March and April. A mimeo- 
graphed copy of this letter and a photostated copy 
of an editorial in the Boston Transcript were sent 
to all hospital service plans in April. 


* * * 


The Carolinas-Virginia Hospital Conference 
held a successful group hospitalization conference 
on April 21, at which speakers were: Dr. R. C. 
Buerki, Chicago, Illinois; O. K. Fike, Richmond, 
Virginia; J. D. Colman, Baltimore; Frank Van 
Dyk, New York City; Graham L. Davis, Char- 
lotte, North Carolina. 


aK * * 


At a meeting of the American Nurses Associa- 
tion Board of Directors January 27, 1939, in New 
York City, the question of health insurance plans 
which would make provision for nursing care re- 
ceived careful consideration. It was voted that 
the American Nurses’ Association should ap- 
proach the Commission on Hospital Service of the 
American Hospital Association to secure further 
information about these plans and for suggestions 
for providing nursing care under hospital insur- 
ance plans. 


* 


Five West Virginia hospital service plans, in 
March, organized the Hospital Service Managers’ 
Association of Northern West Virginia with Mark 
Hall, executive director of the Weston plan, as 


president. 
* *. * 


The Associated Hospital Service of Philadelphia 
is now completing a two-month series of weekly 
staff classes designed to increase efficiency and in- 
terest among its personnel by reviewing various 
departmental functions as well as the plan’s rela- 
tion to the hospitals, the medical profession, com- 
mercial insurance, and the Pennsylvania State In- 
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surance Department, under whose supervision it 
operates. 


Classes have been held on Tuesdays and Thurs- 
days from 4:30 until 5:30 p.m. with half the staff 
present each time. Department heads and mem- 
bers of the Board of Directors acting as instruc- 
tors have addressed the group informally during 
the first half hour. The meeting has then become 
an open forum with discussion based on the ma- 
terial just presented. Printed material supple- 
menting the speaker’s report has been distributed 
at each class. 


Prizes of $25, $15, and $10 are being offered 
to the three staff members (excluding department 
heads) who prepare the best set of 20 questions 
and answers based on material covered during the 
course. 


The instructors’ talks and material distributed 
will be made available to any plan which requests 
it. 

Length of Stay 

The length of time necessary to provide ade- 
quate hospital stays to all subscriber-patients is 
of interest to plan directors and hospital super- 
intendents alike. The majority of the plans pro- 
vide stays of 21 days to their subscribers. Fully 
one-fourth of the approved plans have increased 
this from 24 to 30 days, some only granting the 
increase during the second and succeeding years 
of membership. 


Of the approved plans questionnaired recently 
by Paul Bourscheidt, executive director of the 
Central Illinois Hospital Service Association, 
Peoria, 20 plans also granted a discount after the 
specified period was used up; 26 granted no ad- 
ditional discounts. Of the 20 plans granting dis- 
counts, payments from one-tenth to one-third of 
the bill for the remainder of the patient’s stay 
were guaranteed, or flat payments to the hospitals 
of $1.00-$1.50 for each additional day’s care were 
provided. 


In a study made several months ago by the 
Commission on Hospital Service, it was found that 
the stay of subscribers to all hospital service plans 
averaged between 9 and 10 days. Of 19 plans 
operating two years or longer, the highest average 
stay reported was 10.6 and the lowest was 7.02 
days. The highest average stay for adult depen- 
dents, when this type of subscriber was separately 
tabulated, was 11.7 days and the highest for child 
dependents was 7.35 days. Of 8 plans operating 
between one and two years, the average stay for 
all subscribers ranged from a high of 10.5 days to 
a low of 7.05 days. For adult dependents sep- 
arately the highest average was found to be 11.9 
days and for child dependents the highest was 
7.85. 
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Seventh Annual Institute for Hospital 


Administrators 
Chicago, September 5 to 16, 1939 


HE Seventh Annual Institute for Hospital 
TT saministratr in Chicago is being carefully 

planned to assure the utmost benefit not only 
to those who will be attending such an Institute 
for the first time, but to the many “repeaters” who 
are very good evidence in themselves that the 
project is a success. 


One hospital administrator who has attended 
the Institute more than once says that those who 
participate are benefited in the following ways: 


1 They are able to check their own pet pref- 
erences for administrative procedures and 
dispositions by the fundamental principles 
taught in the didactic instruction. 


2 They have their attention called to principles 
which they had not before realized or em- 
ployed. 


3 They are given direct observation of the per- 
sonnel at work and of methods in use in 
selected hospitals of a great metropolitan 
area and hospital center, through carefully 
planned and controlled demonstration in such 
hospitals. 


4 They can check their impressions and ideas 
with those of leaders in the profession 
through the continuous series of seminars 
and round-table conferences throughout the 
Institute, which are conducted by nationally 
known authorities. 


The program for the 1939 Institute includes 
eleven full days of study. Sixty or more hours 
will be devoted to lectures, seminars, and con- 
ferences. Seventy-eight demonstrations in local 
hospitals have already been arranged. One hun- 
dred persons at least will conduct the demonstra- 
tions, deliver lectures, and lead the conferences. 
Cooperating with the American Hospital Associa- 
tion which will conduct the Institute, will be the 
University of Chicago School of Business Admin- 
istration, the American College of Surgeons, the 
American Medical Association, the American 
College of Hospital Administrators, and the 
Chicago Hospital Council. 


One of the great purposes in planning the pro- 
gram for the Institute is to give the hospital ad- 
ministrator ample opportunity to present his own 
individual problems. He may do this either by 
bringing them up in the conferences and invit- 
ing general discussion by means of which he may 
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receive many viewpoints, or he may consult any 
person who in his opinion might best be able to 
help him to a solution. Although a backbone of 
scheduled lectures and demonstrations must be 
provided to make the program sufficiently com- 
prehensive, this is merely a framework and those 
who attend the Institute will find much outside of 
it, through personal contacts and exchange of 
ideas in informal discussions, that will also be of 
lasting value to them. 


Hospital administrators who have attended the 
Institutes have expressed themselves as feeling 
that they are making a new start when they re- 
turn to their work. They feel that they have 
gained new insight into the problems that come 
up almost very day in their own hospitals. Need- 
less to say, the hospital benefits by this. The gov- 
erning body that sends its administrative officers 
to the Institute is making a comparatively small 
investment from which it receives large returns 
in renewed zeal and broader and more penetrat- 
ing outlook, which result in the long run in sav- 
ings to the hospital through greater efficiency and 
economy. The course of study is not so much 
theoretical as practical, and those who attend are 
given a chance to observe exactly how new tech- 
niques and equipment work in the many institu- 
tions in a great hospital center. 


Subjects of Lectures and Lecturers Who Have 
Already Accepted a Place on the Program 


GENERAL ORGANIZATION OF THE HOSPITAL 
G. Harvey Agnew, M.D., Toronto; President, American 
Hospital Association 


MEDICAL STAFF ORGANIZATION AND PROFESSIONAL 
ACTIVITIES 
Peter D. Ward, M.D., St. Paul; President, Minnesota 
Hospital Association 

PERSONNEL MANAGEMENT 
James A. Hamilton, New Haven; President-elect, Amer- 
ican College of Hospital Administrators 

BUSINESS MANAGEMENT 
Fraser D. Mooney, M.D., Buffalo; Superintendent, Buf- 
falo General Hospital 

NURSING EDUCATION AND NURSING SERVICE 
Miriam Curtis, R.N., Northampton; Superintendent, 
Cooley-Dickinson Hospital 

ORGANIZATION AND MANAGEMENT OF THE FOOD 
SERVICE 


E. M. Geraghty, Baltimore; Dietitian, Union Memorial 
Hospital 
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THE SMALL HOSPITAL—ORGANIZATION, 
MANAGEMENT, AND SPECIAL PROBLEMS 
Charles A. Lindquist, Elgin; Secretary, Hospital Asso- 
ciation of Illinois 

ORGANIZATION AND MANAGEMENT OF THE 
OBSTETRICAL DEPARTMENT IN A GENERAL 
HOSPITAL 
Caroline V. Barrett, R.N., Montreal; Supervisor, Royal 
Victoria Montreal Maternity Hospital 


LEGAL ASPECTS OF THE HOSPITAL 
William H. Spencer, Chicago; Dean, School of Business, 
University of Chicago 

HOSPITAL ETHICS 
Malcolm T. MacEachern, M.D., Chicago; Associate 
Director, American College of Surgeons; President, In- 
ternational Hospital Association 


MAINTENANCE OF THE PHYSICAL PLANT 

H. V. Mansfield, Nashville; Assistant Superintendent 

of Buildings, Vanderbilt University 

Another subject which will have a prominent 
place in the lecture and conference program will 
be public education and public relations of the hos- 
pital. Suggestions are also invited from hospital 
administrators and members of governing bodies 
as to specific topics which they would like to have 
discussed, and an effort will be made to include 
these in the program. 


The following hospitals in Chicago and its 
suburbs will participate in the demonstrations: 


Augustana; Chicago Lying-In; Chicago Memo- 
rial; Children’s Memorial; Cook County; Evans- 
ton; Grant; Henrotin; Michael Reese; Mount 
Sinai; Passavant Memorial; Presbyterian; Ra- 
venswood; Research and Educational; St. Eliza- 
beth’s; St: Joseph’s; St. Luke’s; University of 
Chicago Clinics; Wesley Memorial; West Subur- 
ban; Woodlawn. 


Subjects of the Demonstrations Scheduled to Date 


Admitting and Discharging Procedure 
Anesthesia and Operating Room Technique 


Business Methods in Hospitals—Accounting, 
Purchasing, Income, Charges, Stores, Con- 
trol of Supplies 


Central Food Service 

Central Service for Surgical Dressings 

Central Treatment Service 

Clinical Laboratory—Organization, Manage- 
ment, Service 


Equipment and Procedures for Intravenous 
Therapy; Hypodermoclysis; Blood Trans- 
fusion 


Handling of Information Pertaining to Pa- 
tients 

Housekeeping Department — Organization 
and Management 


Laundry Equipment and Laundry Service 
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Management of the Engineering Department 

Management of Visitors to Patients 

Medical Social Service 

Modernized X-ray Department 

Modern Nurses’ Home—Teaching Facilities 
in a School of Nursing 

Modern Pediatric Department in a General 


Hospital 

Nursery Technique — Precautions Against 
Infections | 

Observation Tour Through an Orthopedic 
Hospital 


Operating Room Management—Set-up for a 
Major Operation — Supplies, Facilities, 
Personnel 

Office Management 

Organization of Medical Staff—Professional 
Relations 

Organization of an Obstetrical Department 
in a General Hospital 

Organization and Management of the Phar- 
macy Service 

Organization and Management of a Private 
Hospital of 150 Beds 

Organization and Management of the Small 
Hospital 

Organization, Management, and Professional 
Responsibilities of the Pediatrics Division 
of a General Hospital 

Out-Patient Clinic Management 


Palmprint Identification 

Patients’ Library 

Personnel Management 

Preservation and Use of Medical Records 

Problems in the Department of Nursing 

Problems in Nursing Care of Special Types 
of Patients 

Psychiatric Department in a General Hos- 
pital 

Special Features of a Comparatively New 
and Economically Planned Hospital 


X-ray Service, Vascular Therapy, Fever 
Therapy, Occupational Therapy 


Some of these techniques will be demonstrated 
in more than one hospital, to permit comparisons 
and evaluations, bearing in mind the varying sizes 
and types of the institutions. 


In making plans for the Institute, the Commit- 
tee has met with enthusiastic response from the 
hospitals and lecturers invited to participate, and 
can assure prospective enrollees that the 1939 
meeting will be well worth their while in immedi- 
ate assistance in their work and in lasting benefits. 


Malcolm T. MacEachern, M.D., 
Director, Institute for 
Hospital Administrators 
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Nursing Problems in the Small Hospital 


JEWELL WHITE THRASHER, R.N. 


pital world, the last decade has been beset 

with many problems, and while we thrash 
out the present ones others are incubating. No 
class of institutions has been more keenly aware 
of this than small hospitals. 


D>»: to progress in both the nursing and hos- 


Educating the Nurse in the Small Hospital 


With a determination that our motives shall 
remain unselfish and operate for the benefit of 
the community which we serve, as well as keep 
the reputation for good nursing care enjoyed 
by our group, our first consideration is the type 
of nursing we shall have in our hospitals, whether 
graduate or undergraduate, in order to promote 
efficient service. There are many factors to be 
considered before a decision should be made. 
Quoting from Dr. MacEachern’s book, “Hospital 
Organization and Management”: “The first con- 
sideration is whether or not the community re- 
quires a school of nursing. If the hospital is 
situated in an educational center, the facilities 
already provided must be appraised. If the com- 
munity is not an educational center, but is the 
trade center of a large area, in which there are 
no schools of nursing or in which the existing 
schools cannot adequately supply the needs, the 
hospital may be obliged to undertake an educa- 
tional program. 


“For the education of nurses a staff of instruc- 
tors is indispensable. In the smallest school that 
can be justified, one competent instructor may be 
sufficient, but her work must be supplemented 
by the practical instructions of the supervisors, 
the dietitians, and others of the hospital organi- 
zation, and by lectures in theory from the mem- 
bers of the medical staff and others.” In asking 
the medical staff to assist in the teaching, we 
must be sure they are definitely interested and do 
not delegate these duties to the unorganized tail- 
end of their time. 


After a study has been made and a school of 
nursing deemed advisable, the governing body has 
to decide whether or not they can meet the re- 
quirements necessary for a school of nursing. The 
economic factor is of primary import. The day 
has long passed when the small hospital (meaning 
under one hundred beds) can successfully exploit 
the student nurse or think of her as a means of 
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obtaining cheap labor. The administrator of the 
hospital should be able to act as an advisor to the 
board in its decision as to whether it should 
have a school of nursing or graduate service. 


Questions Which the Small Hospital 
Must Consider 


The real questions are: Can we afford a school 
of nursing? How much outside help can we get 
to support the school? Have we the clinical ma- 
terial to give the student the necessary experience 
in the various departments? Have we the proper 
class rooms and facilities for teaching students? 
And last, but by no means least, have we a nurses’ 
home to accommodate the group? There are 
many other questions to be considered before we 
establish a school of nursing, but these are the 
major ones. It is better that the project be aban- 
doned than be of inferior quality. 


Graduate Nursing Service in the Small 
Hospital 


The other type of nursing service and one that 
is gaining rapidly in popularity, partly due to the 
economic factor, is the all graduate nursing ser- 
vice. Even with this decision made, we fail to 
find all our problems of nursing solved. It may 
not be difficult to obtain executives, or even com- 
petent supervisors, but we may find a different 
situation with the staff or general duty nurse. 
In this group we are not always able to maintain 
the harmony and happiness necessary for the 
smooth-running of an institution. The hospital 
may have to make adaption to an all graduate 
service to fit its particular needs. The plasticity 
of the student nurse may adhere to the particular 
hospital pattern more than nurses from out of the 
community and trained elsewhere. The com- 
munity may react more favorably to their kin and 
friends serving them. This is particularly true 
in our rural hospitals. Country or rural folks do 
not judge or condemn as city folks do; their 
curiosity is friendly, but naturally very active. 


As a group, staff nurses do not seem to be 
happy. We find a spirit of unrest and a desire for 
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frequent changes among them. We realize this 
complaint against them is not peculiar to any 
one hospital or group of general duty nurses. We 
begin to wonder just where the fault is. Un- 
doubtedly all of the blame cannot be placed on the 
nurse. There are a few questions we should ask 
ourselves before condemning them too much. 


Do we consider them as individuals, or rather 
think of them as a cog in the wheel? Do we pro- 
mote those whose ability has been proved? Do 
we encourage advanced study for those who are 
ambitious to climb in the professional world? 
Do we make them have a feeling of security in 
their position? I am afraid many times the cause 
of problems relating to the general duty nurse 
may be found in the sins of omission and commis- 
sion of the institution. 


Another equally important problem of nursing 
service in the hospital, is in the conservation of 
the nurse to insure her exclusive attention to the 
actual nursing care of the patient. This envolves 
delegating some of the duties formerly assigned 
to her to a subsidiary worker or a hospital helper. 
The subsidiary worker met with a great deal of 
criticism in the beginning but where they have 
been installed there has been an increasingly 
large demand for them in the scheme of operation. 


The Subsidiary Worker 


The subsidiary worker should be selected with 
care and must have a degree of training. To her 
can be delegated, in a large measure, all the ac- 
tivities of the nursing unit that are not actual 
nursing care. 


The present trend, though, with the increase in 
cost of nursing service, is to employ more nurse 
attendants as an economic measure. We can- 
not sacrifice a patient’s safety in the name of 
economy. Some of our hospitals which formerly 
conducted accredited schools of nursing have 
established courses for practical nurses. This, we 
believe, to be an exceedingly bad innovation, since 
hospital courses may be misleading to the public. 
This type of staffing the hospital is probably mak- 
ing an especial appeal to the small hospital in 
order to relieve the financial stress. But, we, who 
have been responsible for establishing the criteria 
for good nursing, which the public now expects, 
cannot afford to lower our standards, in any meas- 
ure, for monetary reasons. 


Though we use attendants and have a keen ap- 
preciation of their value, their specific duties and 
responsibilities must be clearly outlined and super- 
vised by a competent graduate nurse. 


The Present Problem in the Small Hospital 
To me, the problem at the present time in the 
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small hospital, is in the selection of the subsidiary 
worker and a standard by which we can judge his 
ability. We cannot forget the fact that the hos- 
pital is responsible for the acts of its employees, 
none of us care to be involved in a law suit, few 
small hospitals can afford it. One of the strong- 
est appeals the small hospital has to the public is 
the individual care given patients. This appeal 
cannot be maintained by the use of subsidiary 
workers for nursing duties. We are obligated to 
have competent nurses to supervise and give the 
actual nursing care. 


It is economy to have the nursing attendant do 
the tasks that require no technical training, that 
are often time consuming, but mean much to the 
patient’s care and comfort, as well as the smooth- 
running of the institution. We are obliged to 
admit there is a definite need for this type 
worker in the hospital and community. It should 
be clearly understood that they are nursing at- 
tendants, aides, maids, or whatever name is given 
preference in your locality. 


Though we acknowledge the need of these 
workers and see how they can help us in solving 
our personnel shortage, we must admit that they 
can by no manner or means solve our problem of 
keeping the hospital staffed to give adequate nurs- 
ing service. 


Meeting the Requirements of the Nursing 
Personnel 


Meeting the requirements of the nursing per- 
sonnel is often given too little attention, in view 
of the fact that we expect them to be a loyal, 
happy group of workers. This is a recognized 
essential of efficiency. The nurse should have 
proper living conditions. I think this factor has 
a great deal to do with the stability of the nurse. 
I mean by good living conditions, that her room 
be comfortable, well ventilated, and with good 
bathing facilities. There must be a living room 
or a place of recreation available that is com- 
fortable and attractive. The food must be of 
sufficient quality and quantity. Her environment 
should be as attractive and as appealing as pos- 
sible, without necessarily being luxurious. 


If we have an all-graduate staff, it is often best 
for them to live out, if housing is convenient and 
suitable. There are instances where actual living 
conditions seem to have been given little or no 
thought on the part of the administration. We 
must realize this one factor is our greatest con- 
tributor to the health, happiness, and self-respect 
of the worker. If we have student nurses, it is 
absolutely necessary to provide a nurses’ home for 
them. 


The graduate should be paid an adequate salary, 
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which may be on a promotional basis, according 
to her ability, character, and length of service. 
Any promotion in rank should certainly be accom- 
panied by an increase in salary. 


Nurses should be given opportunity for growth 
in professional work. They should be encouraged 
to attend staff conferences, clinics, lectures, and 
courses outside the hospital. The working hours 
should not be too long. A person can work effi- 
ciently for eight hours but not for twelve. The 
administrator of the nursing service should allow 
time for the newly employed to become adjusted 
and familiar with her duties before evaluating 
her service. 


Maintaining Permanency of Nursing Personnel 


To maintain permanency in the nursing per- 
sonnel is not altogether different from maintain- 
ing permanency in any line of work. First of all, 
nurses must have a feeling of security in their 
position. Second, the new worker’s period of 
adjustment is often a trial to the worker, as 


well as the administrator. Help her gain self con- 
fidence as she acquires skill and remember “an 
ounce of encouragement is worth a pound of com- 
plaint.” Third, give the older worker an oppor- 
tunity to study or take some course that will stim- 
ulate and refresh her. This may involve a week 
or two of extra vacation, but we can count the 
cost in terms of gain to the institution. Fourth, 
proper living conditions should be made possible 
with a salary commensurate with ability. Fifth, 
give them the feeling that they are a part of the 
institution, as truly they are, and let them feel 
that the proper appreciation is given their serv- 
ice. A kindly, constructive interest can be shown 
the nurse that will make her service of higher 
quality. Sixth, personal interviews before em- 
ployment, with a frank discussion of the advan- 
tages or disadvantages of the institution will 
lessen many of our major misunderstandings. 
Seventh, the administrator should realize that she 
plays a major part in effecting and influencing 
the happiness, loyalty, and efficiency of her fellow 
workers. 
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The Small Hospital —lts Need and Its Importance 
in Certain Communities 


DOUGLAS JENNINGS, M.D., F.A.C.S. 


stood to include general hospitals of less than 

100-bed capacity. Nearly all of the large 
counties or counties with large urban concentra- 
tions have large hospitals and there is little need 
for increase in hospital facilities in such sec- 
tions. What we are concerned about here, is the 
need for and the importance of small hospitals 
in the 1300 counties in the United States where 
there are no general hospitals—counties with 
populations varying between 20,000 and 50,000 
and containing only small towns and villages of 
2,000 to 6,000 people. Such institutions are best 
termed rural hospitals. It is estimated by one of 
the large philanthropies most interested in pro- 
viding hospitalization, that 2 beds per 1000 popu- 
lation in rural communities, instead of the 5 beds 
per 1000 population for urban communities, 
would be considered adequate. It is further esti- 
mated that rural hospitalization in the United 
States is a least fifty per cent inadequate. 


Te term small hospital as used here is under- 


Closely related to the absence of and the limi- 
tations in hospital provisions in the rural sections 
is the problem of medical service and medical per- 
sonnel. The proportion of physicians to popula- 
tion in the urban sections is more than twice as 
great as in the rural sections. Again, the younger 
physicians with more modern training tend to 
settle in the urban centers where modern hospitals 
and modern facilities are available, leaving the 
rural communities to the older members of the 
profession, many of whom received no hospital 
training as a part of their medical education. 
This makes for an inadequacy of medical service 
and care, both in quantity and quality, closely 
related to the inadequacy of hospital facilities. 


The need for the small hospitals in certain 
communities is reflected in the great work which 
those already established are doing, and aug- 
mented by the fact that seventy-five per cent of 
the hospitals of the United States are of less than 
100-bed capacity. Many of them were established 
by individual physicians actuated by a desire to 
provide the people of their communities with in- 
stitutional care of the sick and injured, while 
some were established by physicians as a means 
of satisfying their professional ambitions. ,The 
purposes of both groups are commendable. The 
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public and the philanthropies have so recognized 
the importance of the small hospitals that many 
of them are no longer privately owned and oper- 
ated as liabilities by conscientious physicians, but 
have been taken over by municipalities, counties, 
religious organizations, and philanthropies. 


Influence of Small Hospitals in Improving 
Medical Care 


The small hospitals in rural communities not 
only provide institutional care for the sick and 
injured but their influence is far greater, for, as 
Dr. W. S. Rankin, director of one of the larger 
philanthropic organizations says “the central ob- 
ject in providing hospital facilities in rural com- 
munities is not hospitals in themselves, but hos- 
pitals as an important element and influence in 
improving medical care. The basic element in 
medical service is the professional element, espe- 
cially the physician. The strategic importance of 
the hospital in providing medical care in the small 
communities is not in the number of beds which 
it provides nor in the number of patients which 
it houses, but in the hospital’s influence upon the 
number and the type of physicians which it at- 
tracts to the community.” 


Since this conference embraces the middle At- 
lantic states of which the Carolinas are a part, it 
is probable that the conditions as regards small 
institutional needs and importance in the partici- 
pating states are comparable to the conditions in 


my section which is chiefly agricultural and indus-' 


trial or textile. The larger towns and cities of the 
Carolinas have long had their large hospitals but 
it is only in recent years that the importance of 
the small institutions has come to the front. This 
fact is due, in a large measure, to the trust and 
endowment created by the late James Buchanan 
Duke providing for hospitalization in these states. 
The following figures reflect the importance of 
the small hospital in the Carolinas. 
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INCREASE IN HOSPITAL FACILITIES IN THE 
CAROLINAS IN TEN YEARS 


1927 1937 Comments 

119 More than 
double in 10 
years. 

98 Over 100% in- 
crease in 10 
years. 

21 Thirty-three 
per cent in- 
crease in 10 
years. 

Average daily bed occupancy..820 2800 More than 
tripled in 10 
years. 


General hospitals ........... 57 
Less than 100-bed capacity... 43 


More than 100-bed capacity... 14 


It is interesting to compare the volume of hos- 
pital care of the smaller institutions with that of 
the larger hospitals in the same region. It seems 
to me that such a comparison proves the impor- 
tance of the small hospital to the extent that they 
do now, in my section at least, a larger proportion 
of the work than the larger institutions. 


COMPARISON LARGE AND SMALL HOSPITALS 
IN CAROLINAS, 1937 REPORTS 


21 Large 98 Small 

Hospitals Hospitals 
Number of beds... .. 0.260005 3,586 4,686 
Number of patien's.......... 91,279 117,242 
DBGE GF CONC. . xo snk Satsnnis 957,120 1,022,122 
Days of free servize.......... 479,271 383,514* 
Per cent free service......... 50.1 41.3* 





_ *Many_ small hospitals privately owned and operated, explain- 
ing the lower percentage of free service. 


While these figures prove that the small hos- 
pitals in the Carolinas are taking care of a major- 
ity of the patients and are rendering a very im- 
portant service in medical care with approxi- 
mately the same hospital mortality rate as the 
larger institutions, yet the 1938 survey reports of 
the College indicate that only 6.7 per cent of large 
hospitals are not fully approved while 54 per cent 
of the small hospitals fail to meet the minimum 
requirements for approval. The desirability of 
small hospitals in certain communities or in any 
community depends upon the manner in which 
such hospitals are operated. 


Obstacles to the Approval of Small Hospitals 


Probably the greatest obstacles to approval of 
small hospitals are the lack of staff organization, 
staff conferences, and the failure to keep good 
medical records. I would like to discuss some of 
these problems from the standpoint of one who 
operated a small medical and surgical institution 
without staff organization and without medical 
record keeping, but who has seen the error of his 
ways and who has since been very active in bring- 
ing the staff organization, staff conferences, and 
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the medical records to the point of gaining full 
approval of the College for the past ten years. 


The selection of staff members should be based 
on their training, experience, and particularly 
upon their willingness to cooperate. The staff 
should be elected or appointed annually, afford- 
ing the opportunity of correcting any mistake 
which might have been made in the original se- 
lection. It is much easier to drop a physician 
from the staff, who has proven undesirable, at the 
annual appointment than it is to secure the resig- 
nation of one elected indeterminately. Many small 
hospitals have made the mistake of blanketly ap- 
pointing as a staff all members of the local medi- 
cal society. If any of you have made this mistake 
I beg of you to change your by-laws that staff 
applicants must make written applications, stat- 
ing their training, experience, and other qualifica- 
tions, and particularly stating what activities they 
wish to carry on in the hospital and their quali- 
fications therefor. Many men feel that a doctor’s 
degree in medicine and a state license entitles 
them to do major surgery without further train- 
ing than that received in the amphitheatre during 
their student days. 


Controlling the Clinical Work in the Small 
Hospital 


This brings up the question of controlling the 
clinical work in the small hospital. It is not suffi- 
cient that the staff report and discuss only deaths 
and un-improved cases at staff conferences. They 
should discuss the volume of the clinical work and 
particularly the character of the clinical work. 
No staff member who is worthy of the appoint- 
ment should object to scrutiny of his professional 
work by his fellow-staff members. 


Staff organization is simple. Active or attend- 
ing members should elect officers by vote, select 
an executive committee through which they may 
contact the governing board, and make certain 
rules and regulations for their guidance. These 
should include a clause demanding prompt and 
complete case record keeping; a clause pledging 
cooperation and diligence in rendering care to the 
sick and in consulting freely with other staff 
members; and, by all means, a pledge not to en- 
gage in fee-splitting under any guise or in any 
manner. Regulations concerning abortions, 
terminations of pregnancy, etc., are best included 
in the by-laws of the hospital governing board 
rather than in staff rules. 


Good Medical Records 


Good medical records are as easily obtained in 
the small hospital as in the larger institutions. 
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The older men were not taught record keeping 
and few of them had the advantages of hospital 
internships and residencies, but with a coopera- 
tive staff the younger men should and often do 
assist the older with their records. In many hos- 
pitals the records are often left to the intern but 
few of the small hospitals can afford an intern. 
Since the records of the institution with which 
I am connected have been cited by the Director 
of The Duke Endowment as almost perfect, I ask 
your pardon for going into detail in explaining our 
set-up. 


Several years ago we obtained the services of 
a recent graduate of a high school secretarial and 
stenographic course—a girl who has proven her- 
self unusually apt and who is greatly interested 
in her work. As soon as a staff member sees a 
patient on admission he obtains the history and 
makes the physical examination and dictates both 
to the stenographer, who types it and immediately 
places it on the chart. She comes to the operating 
room with pad and pencil as all operations are 
being completed and the operative record is dic- 
tated in detail. Frequently she is given progress 
notes by the physicians on their rounds. Occa- 
sionally she is asked to obtain the past history but 
the present illness history is invariably obtained 
by the attending physician. She likewise takes 
dictation of all radiographic readings. She checks 
up the charts at frequent intervals and notifies 
the medical attendant of any ommissions. She 
does all cross-indexing and filing. All records 
except the nurses’ records are neatly typed and 
I assure you they are far more complete than 


when they were written in long-hand by the staff 
members. A record clerk such as she is a real 
need in the small hospital. 


Role of the Competent Technician 


Few small hospitals can afford a clinical path- 
ologist or a roentgenologist but all of us can afford 
a competent technician. The minimum require- 
ments of the College are very liberal in allowing 
small hospitals to have some graduate and licensed 
physician supervise these departments. This ar- 
rangement works very well in the small hospital. 
Neither can the small hospital afford a pathologist 
but all small hospitals can make an arrangement 
with some not-too-distant pathologist to send to 
him all tissues for gross and microscopic study. 


You will note that I have had nothing to say 
about the personnel, nursing, and accounting 
problems of the small hospital. I prefer to leave 
these problems to be discussed by someone better 
able than I to help you. 


Need and Place for the Small Hospital 


There is a very definite need and a very im- 
portant place in the modern order of things for 
the small medical and surgical institution pro- 
vided it is properly established, efficiently man- 
aged, adequately staffed, and imbued with the de- 
sire to improve the volume and the character of 
medical care to the people of the community in 
which it operates. 





' 


Hospital Liability Insurance 


The tendency of court decisions is to decrease 
the exemptions from liability formerly granted to 
hospitals on account of their charitable status. 
In malpractice cases the practices and precedents 
in some states have proved so burdensome that 
insurance companies formerly writing malpractice 
insurance have seen fit to withdraw from the state 
entirely. 


An actuarial study recently made revealed that 
recoveries in damage suits against approved hos- 
pitals was very much less than against non-ap- 
proved hospitals, and on this basis a new form of 
insurance policy was devised which limited its 
application to approved hospitals, with an optional 
coverage for members of the medical staff. This 
limitation to approved hospitals permits a very 
much lower premium rate. 
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This policy has now been further developed to 
include all forms of personal liability to which the 
hospital is exposed. This comprehensive policy 
should very much simplify the problem of the 
administrator in securing protection against all 
such claims. 


While it is true that a very large proportion of 
the claims against hospitals have no basis in fact 
and can not be successfully prosecuted and that 
even if liability is fairly well established, the hos- 
pital may often escape judgment by plea of its 
charitable status, the fact remains that occasional 
cases do result in the assessment of large dam- 
ages against the hospital. In such cases the pro- 
tection afforded by such insurance saves the hos- 
pital from an expense it can often ill afford to 
meet. 
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Efficient Nursing Service in a Small Hospital 


SISTER M. PHILOMENA 


or small, is to provide nursing care for its 

patients. This nursing care should be the 
same for every patient, whether he is the pri- 
vate patient, the tax supported patient, or the 
charity patient. The League of Nursing Educa- 
tion defines nursing care as “the amount of care 
essential to provide the proper professional treat- 
ment for the well-being and recovery of the pa- 
tient, both mental and physical.” 


T= main function of the hospital, be it large 


Combining Graduate and Student Nursing 
Service 


We have found that efficient nursing service 
may be maintained in a small hospital by a com- 
bined graduate and student service, equipping 
the student to give efficient and intelligent bed- 
side care to the sick before she is placed on the 
wards. The hospital increases the number of 
nurses on duty as the demands upon the nursing 
service increase, this is done by employing addi- 
tional general staff nurses as necessary. More 
patients use the hospital every year and stay a 
shorter period of time. Because of this active 
turnover in patient quota, a much more efficient 
personnel with greater technical knowledge is 
required. 


If efficient nursing is to be obtained, great care 
and judgment must be used in the selection of 
personnel; that is, both graduate and student. 
First of all, the general staff nurse should be reg- 
istered in the state and be active in her local and 
state associations. She should be a person who 
will cooperate to the mutual advantage of the 
patient, doctor, and hospital. She should be exact- 
ing in her nursing procedure; she should have 
teaching ability so that when she is asked to go 
into the ward with the student, she can explain 
in a concise manner the practical procedure, and 
give the student moral support. In the small 
hospital the general staff nurse must be able to 
assume responsibility in the absence of the super- 
visor. Much time has been spent in trying to 
find nurses who are suitable for general staff 
nursing as the majority of nurses do not care 
for this type of nursing. We have found married 
nurses who live in the city quite satisfactory; 
they are usually older and therefore more depend- 
able and they give better service to the doctors. 
Since using them we have had fewer changes in 
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the nursing personnel and fewer complaints from 
the patients. By having frequent staff confer- 
ences, we have been able to have more uniformity 
in nursing procédures. Two or more general staff 
nurses on a ward have a reassuring effect on the 
patient, aid the doctor, support the student nurse, 
and lessen the responsibility of the supervisor. 
Keeping the doctors satisfied is no small task as 
ninety per cent of our patients are private patients 
and as our hospital has an “Open Staff” there are 
at times, as many doctors as patients to keep 
smiling. 


Choosing Students for the Training School 


By having a combined nursing service we are 
in a position to select nursing school students of 
a high type, intellectually, physically, and morally, 
as we do not depend wholly upon the student for 
service. A three weeks’ orientation period for ac- 
cepted applicants has given us a better knowledge 
of their ability. During this period, intelligence 
and aptitude tests are given. We are fortunate in 
living in a city with a state university. The stu- 
dents have a course affiliation for part of their 
basic sciences thus eliminating the need of a full 
time science instructor. Access to the university’s 
libraries and laboratories and sharing in their 
extra-curricular activities enables us to give a well 
rounded course. 


Importance of Adequate Teaching and Laboratory 
Facilities 


The hospital, whether large or small, should 
provide adequate teaching and laboratory facili- 
ties for a good scientific foundation. It should 
also give the student sufficient time to study, 
and, above all, she should not be assigned to 
the wards until she is equipped with a knowl- 
edge of what constitutes good bedside care and 
then only under strict supervision of an assistant 
supervisor who will assume the responsibility of 
her patients. This supervisor should keep in 
close touch with the nursing instructor and she 
should never permit the student to do any pro- 
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cedure that she has not first done in the nursing 
laboratory. This close supervision gives the pa- 
tient confidence in the young nurse and eliminates 
that oft repeated request “I want a nurse with 
acap.” Placing freshmen students on the wards 
the day after admission is ancient history and 
should never be reviewed, much less studied. Two 
hours daily the first semester and five hours the 
second semester, under supervision, is sufficient 
time for the student to correlate clinical experi- 
ence with theoretical work; sufficient time for 
perfecting her nursing procedures; time enough 
to gain confidence in herself; time enough to 
build up a sense of responsibility and time to 
study some of the little arts which mean more to 
the patient than giving a treatment or medicine. 
For long after one has forgotten a skillfully given 
hypodermic injection or a well-healed incision, 
one will remember a soft voice, a kind word, or 
a sympathetic understanding. 


By the end of the second semester, the nurse 
should be fully qualified to take responsible care 
of her patients; for if, at this time she does not 
have the characteristics of a good nurse, she 
should not be retained in the school as it is not 
fair to the patient to let her continue her incom- 
petent work. People, especially hospital people, 
are beginning to realize the significance of the 
responsibility placed on the nurse. Here is not 
merely a mechanical duty, for in her hands are 
often placed the very lives of men and women, 
and on her intelligent ability to act will depend 
the vital outcome. If she is not capable of giv- 
ing intelligent bedside care now she never will be, 
and she should be told definitely at this time, that 
nursing is not her vocation. 


Evaluating the Nursing Care 


Combining this graduate and student body, we 
are prepared to tell you something about the 
amount of care the patient is receiving. Take 
for example, one day on a forty bed medical and 
surgical ward. The twenty-four hour staff con- 
sisting of— 


One day supervisor 
One night supervisor—time divided between four floors 
One assistant supervisor giving 8 hours nursing 


Three general staff nurses giving 8 hours nursing 
One general staff nurse giving 4 hours nursing 


Six student nurses giving 8 hours nursing care.. 
Six student nurses giving 5 hours nursing care.. 30 


Total hours nursing care 112 hours 


This total of one hundred and twelve hours of 
nursing care is for thirty-five patients as five of 
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these patients have special nurses. Each patient 
is thus receiving three to four hours of nursing 
care in twenty-four hours. Some of these pa- 
tients require more, others less. Then, too, in a 
small hospital the majority of patients are acutely 
ill; this means that each patient must have rela- 
tively more nursing care than in a hospital where 
the patients are largely chronic. The average 
nurse, student or graduate, can give nursing care 
to about three patients each morning, realizing, 
however, that there is a well organized central 
service so that the actual time is given to the 
patient and not to setting up dressing trays, 
catheterization trays, et cetera. The time needed 
per patient varies somewhat with the type and 
condition of patient, type of service, and the num- 
ber of interruptions. 


Patient-Nurse Relationship 


With the above plan, the convenience of 
modern equipment, the nurse has more time to 
treat the patient as an individual and not as the 
patient in room four hundred or the patient next 
to the window in three hundred and nineteen. 
This patient-nurse relationship brings comfort, 
assurance, and courage to the patient which will 
aid him in his recovery. If you wish to maintain 
efficiency in your nursing service, do not under 
any circumstances permit a maid to do any of 
the duties of a nurse. The maid’s work on the 
wards is limited in a private hospital, for the 
patients will not tolerate them rendering nursing 
service. For that matter, why should they be 
expected to? Should any hospital patient, whether 
private or charity, be subjected to any nursing 
other than professional nursing? 


Again, I repeat, if you wish to maintain an 
efficient nursing service in a small hospital, make 
a careful selection of your personnel; adequately 
equip the student before she is sent on the wards 
and then give her close supervision; add general 
staff nurses as the service requires it and your 
patients will leave you with regret. Good nurs- 
ing service is the best advertisement that a hos- 
pital can put forth. 


From the viewpoints of the patient, doctor, 
and hospital the combined service has worked 
out very satisfactorily, and, as the average pa- 
tient bases his estimate of hospitals largely on 
the nursing service and the reputation of the in- 
stitution depends upon it, much responsibility is 
left to the individual hospitals, and if we do not 
solve our own problems, others will, and perhaps 
not to our liking or for the best good of those 
in need of nursing service. Through all our 
problems should run the scarlet thread of our 
ultimate object—better care of the patients. 
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Care of the Obstetrical Patient 
in the General Hospital 


LOUIS H. DOUGLAS, M.D. 


should always be surrounded must be most 

meticulous when the delivery is to occur in 
a general hospital rather than in one devoted en- 
tirely to obstetrics. In an institution in which 
all types of sickness are treated, the possibilities 
of infection are greatly increased and good results 
can only be obtained at the expense of consider- 
able effort and the sacrifice of space which might 
be used in other ways, possibly more profitably. 


It should be the duty of the hospital authori- 
ties to decide definitely in advance whether ob- 
stetrical cases are to be accepted or not, and if 
the answer is in the affirmative, to make adequate 
provision for them. It is not within the scope 
of this discussion to advance any arguments for 
or against the policy, but only to attempt to out- 
line certain essential requirements for the success- 
ful carrying out of that policy if it is adopted. 
However, it must be pointed out that a satisfied 
obstetrical patient is the best advertisement that 
a hospital can have, while one that is dissatisfied 
can do an immense amount of harm. 


TH care with which the parturient woman 


Maternity Service as a Separate Unit 


The time has passed when the maternity cases 
can be relegated to the least desirable part of the 
hospital on the assumption that the patients are 
either illegitimately pregnant girls or charity 
cases. The majority of women in the community 
are anxious for hospitalization at the time of con- 
finement, but they are certainly not going to sub- 
mit to be shunted off into out of the way, dismal, 
and dingy surroundings. 


Up to this point it has been intimated that the 
maternity department should be a separate unit of 
the hospital and this cannot be made too emphatic. 
The rooms, cubicles, and wards must be reserved 
for obstetrical patients, and no matter how urgent 
the need, must not be used for any other type of 
case. This, of necessity, will mean a certain num- 
ber of vacant beds at times, and may cut into the 
hospital revenue, but this is unavoidable, and 
must be faced if the project is to succeed. 


Not only should the bed for the patient be sep- 
arate and distinct, but it must be carried further 
and the delivery room or rooms should be used for 
the care of the woman in labor alone, and must 
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not be put to any other purpose; for example, a 
dilatation and curettage. There should be a sep- 
arate operating room for cesarean sections; one 
of the reasons for the high mortality following 
the operation being found in the all too common 
practice of performing this operation in the gen- 
eral operating room, which very conceivably has 
recently been occupied by an infected case. 


Provision for the Isolation of Infected Patients 


There should be provision for the isolation of 
the infected patient in another part of the build- 
ing, and, wherever possible, great care is to be 
used in admitting this type of patient to the serv- 
ice. A “dirty delivery room” will offset some of 
these disadvantages. 


The Nursery 


When we come to consider the nursery, it must 
be admitted that the problem is a difficult one, and 
it is not at all certain that the proper solution has 
ever been found. The new born baby appears to 
be especially susceptible to certain infections, par- 
ticularly those of the skin, and their prevention is 
most difficult. It is probable that best results 
would be obtained if each baby had a room to it- 
self, complete with all the necessary equipment 
for its care, and if it could be kept completely 
isolated during its stay in the hospital, not only 
from other infants, but from all visitors as well. 
Such a course being physically impossible in prac- 
tically all institutions, it becomes necessary to 
compromise and approach the ideal as nearly as 
possible. 


The babies will have to be kept in a central 
nursery, but they can be partially isolated in 
separate cubicles and each baby can have its own 
equipment. Banks of cribs are not safe and should 
not be used, and the nursery itself must be con- 
sidered and treated as a rather sacred place. 
There should be a strictly enforced rule that no 
one may be allowed in without gown, mask, and 
cap, and the careful washing of the hands if a 
baby is to be handled. At the first sign of infec- 





99 





tion, the infant should be removed to an isolated 
nursery until all possibilities of contamination are 
past. Because of their more lowered resistance 
to all kinds of infection, it is further recommended 
that premature babies be kept in a separate 
nursery. 


There should be a separate nursing personnel 
for the maternity division and for the nursery, 
and, whenever the size of the division permits, a 
separate house staff. If the latter is not possible, 
the intern on obstetrical service should not be per- 
mitted to handle infected cases, but should con- 
fine himself to some of the more innocuous duties 
of the institution. 


Prevention of Infection 


From the moment the patient is admitted the 
principal aim of the entire hospital staff should be 
the prevention of infection. It is certainly un- 
necessary at this time to go into a detailed account 
of the care of the patient from the time of ad- 
mission until discharge, for this is fairly well 
standardized today, and has been written many 
times. However, there are a few points which 
might be emphasized, since there seems a more or 
less general tendency to neglect or omit them. 


There has been considerable discussion of the 
question of rectal versus vaginal examinations 
during labor, but the consensus of opinion today 
is in favor of the former from the standpoint of 
safety. If vaginal examinations are to be done, 
it must be the rule of the institution that as nearly 
perfect a technique as possible be carried out, 
and that not only must the patient be prepared 
surgically and draped, but the examiner must 
wear an operating suit, cap and mask, must pre- 
pare his hands carefully and don gown and gloves. 
It is admitted that in the very occasional case a 
vaginal examination is definitely indicated and 
should be done, but the large majority of de- 
liveries can be conducted intelligently and satis- 
factorily by rectal touch alone. Masks are to be 
worn by everyone who comes in contact with or 
examines the patient, whether the examination be 
abdominal, rectal, or vaginal, not only during 
labor, but also during the first four or five days 
of the puerperium. 


The chief source of puerperal infection still 
remains dirty hands, instruments, and dressings, 
but droplet contamination cannot be denied, and 
the failure to observe this simple and inexpensive 
precaution has undoubtedly cost many lives. 


Use of Oxytocics 


It is with hesitancy that the problem of oxytoc- 
ics during labor is presented, for frankly, I have 
no answer to it. Many obstetricians have discon- 
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tinued the use of quinine before delivery because 
of the effect upon the baby, and all recognize the 
danger of pituitary extract at this time except in 
the most minimal doses. Yet it is still a common 
practice of many men to administer either or 
both of these drugs to the woman in labor to speed 
up its course, and it appears impossible to make 
them realize the inherent dangers of such an ac- 
tion. On the other hand, should the hospital at- 
tempt to say to the visiting physician that he 
may not give a particular drug to his own patient, 
certain rights and prerogatives are being violated, 
and indignation and protest may be expected. 


Should the nursing staff be instructed to ac- 
cept the order of a visiting physician for, let us 
say, one c.c. of pituitary extract and then give 
the patient a hypodermic of sterile water, or per- 
haps two or three minims of the drug? I am 
sure your answer to this would be a most em- 
phatic “No.” It holds too much dynamite to even 
consider. Should the doctor be told that there is 
a hospital rule which forbids the giving of these 
drugs prior to the completion of the delivery? 
Not good either, because the occasion might arise 
when one or the other would be indicated. 


Should there be a rule that before they may be 
given there must be consultation with either the 
head of the department or an accredited obstetri- 
cian who will assume the responsibility of the 
action? There are too many rules already and 
there is the danger that these may be multiplied 
to the point of absurdity, and that none will be 
obeyed. And so, in my mind at least, the problem 
remains unsolved and I pass it on for you to con- 
sider, and to arrive at whatever conclusion you 
may. 


Staff Conferences 


To facilitate the machinery of operation, and 
in order that existing rules and regulations be 
clearly understood, there should be regular and 
frequent staff conferences, presided over by the 
chief of the service. At these, cases should be 
freely discussed, changes in policy and technique 
gone over, and occasionally papers read and the 
literature reviewed. 


From the foregoing it can be seen that the care 
of the obstetrical patient in a general hospital is 
far from simple, but there are compensations 
which tend to balance the scale and even to carry 
it over in favor of the procedure. These patients 
are not a great expense to the hospital, their bills 
are usually paid promptly, and, if the service has 
been satisfactory, there is engendered toward the 
hospital a feeling of good will and friendliness 
that is most gratifying. 
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Maintaining Adequate Personnel 
in a Small Hospital 


JEAN D. CRUIKSHANK 


an administrative problem that is rather dif- 

ficult to solve. The personnel of such an in- 
stitution is not large enough to be divided into the 
definitely segregated departments which one finds 
in the larger hospital. Often, heads of depart- 
ments must assume certain duties, in addition 
to what would be expected of them in a larger 


Te average small hospital of today presents 


hospital, for the reason that the smaller institu- - 


tion is not financially able to provide a depart- 
ment head for each given piece of work. There 
is still, however, the fact that a very large pro- 
portion of the sick are cared for in hospitals of 
one hundred beds or less. 


Principles of Organization Identical in Large and 
Small Hospitals 


The fundamental principles of organization, in 
both large and small hospitals, are identical; it is 
only the application of detail that is different. 
The superintendent of a small hospital may find 
the monetary attraction less than that offered by 
a larger institution but the scope for executive 
ability is in no way diminished. When one takes 
into consideration the many tasks involving de- 
tail which the superintendent of a small hospital 
must assume because of lack of personnel, it is 
quite evident that there is ample opportunity for 
work and achievement, which, if properly met, 
brings its own compensation. 


Maintaining Adequate Personnel 


In order to maintain adequate personnel in a 
small hospital it is essential to meet, at least, the 
wage rate paid by neighboring hospitals. If the 
hospital provides maintenance, good food should 
be given and comfortable living quarters fur- 
nished. 


It is important to treat employees with kind- 
ness and consideration; this particularly applies 
when they are ill. Let them see you are their 
friend. Greet them with a pleasant “Good morn- 
ing” and try to make them all feel that their work 
is important no matter how menial the duties may 
be. If employees feel satisfied, they will be con- 
tent to remain for a long period. Frequent 
changes disrupt the routine and make other em- 
ployees dissatisfied. 
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Long and faithful service should receive recog- 
nition by an increase in salary. If those working 
for you do good work, do not be afraid to let them 
know you appreciate it; they will be less likely 
to resent criticism when it is necessary. 


Importance of Competent Assistants 


It is important to have competent assistants in 
the admitting office who will treat the incoming 
patient with courtesy and understanding, keeping 
in mind that he is the guest of the institution. 
The patient entering the hospital is often nervous 
and any untactful remark, especially in connec- 
tion with the arrangements for the payment of 
the bill, may annoy the patient to an extent that 
no later kindness will eradicate. If he should 
again be ill, he may decide to enter another hos- 
pital and advise his friends to do likewise. 


An efficient night supervisor is indispensable 
in a small hospital where no intern is employed. 
With her rests the responsibility of notifying the 
respective doctors in due time, for obstetrical 
cases or other emergencies. 


Nursing and Nursing Aids 


It has been said that a hospital is no better 
than its nursing service. It is therefore impor- 
tant that the nursing staff comprise both quan- 
tity and quality. A nurse can only care for three 
to four patients, depending on the severity of the 
patients’ illness. Since the League of Nursing Ed- 
ucation raised their requirements, limiting the 
students hours on duty and increasing the affilia- 
tion requirements, many smaller hospitals have 
been obliged to discontinue their schools. This ne- 
cessitated the employment of an all graduate staff 
which, in turn, has added to the financial load. 
To meet this problem we, like many other hos- 
pitals, have employed subsidiary workers, or at- 
tendants, to wait upon the convalescent patients 
and relieve the nurses of unprofessional duties. 
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We have found this plan to work out very satis- 
factorily. This type of worker should be as care- 
fully selected as were our students with reference 
to education, refinement, and personality. The 
patients like the attendants because they are will- 
ing and considerate. The nurses like them be- 
cause they relieve them of unprofessional duties. 
The hospital authorities like them because they 
help to solve the financial problem. 


With the advance of medicine, nursing treat- 
ments have increased; therefore the number 
of patients one nurse can care for is limited. Al- 
most every abdominal operation has nasal suction 
syphonage; intravenous is now a common pro- 
cedure, and the taking of blood pressure is also a 
nursing duty. When patients are seriously ill 
and the nursing load heavy, extra graduates 
should be employed temporarily. This is prefer- 
able to having too many nurses on duty when the 


nursing load is light, for then there is a tendency 
to be more neglectful of the work to be done. 


The small hospital which has work for only one 
anesthetist, one technician, and one night super- 
visor, has the problem of relief for days off and 
week-ends. We have solved this problem by em- 
ploying a nurse who has had x-ray and labora- 
tory training, she relieves the technician and also 
the night supervisor for her weekly night off. 
One of our floor supervisors has had anesthetic 
training and relieves the anesthetist. We find 
this a satisfactory arrangement, although the 
combination is difficult to obtain. 


Only by all departments working and cooper- 
ating together can they render efficient service. 
There is ample opportunity in a small hospital to 
provide needed service and for the superinten- 
dent to do a big job. 
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Color in the Operating Room 


The problem of lighting in the operating room 
is entirely different from that in other parts of 
the hospital. In the operating room the objective 
is that form of lighting which will give the sur- 
geon maximum visual acuity at the most obscure 
part of the operative wound. 


It is a commonly observed fact that the greater 
the difference between the intensity of light at 
the critical point—in this case the wound—and 
that of the room as a whole, the greater the acuity 
of vision. It is entirely conceivable that an in- 
tensity of 10-foot candles at the critical point in a 
completely darkened room might give greater 
acuity than 25 foot candles in a room whose gen- 
eral illumination was in the order of 15 foot 
candles. 


For this reason it is not necessary to consider 
the relative reflective values of the various colors 
in choosing a color for the operating room walls. 
Indeed on a basis of visual acuity at the wound, 
black walls and ceilings and no windows would 
appear to be the ideal. 


But the psychological effect of color must also 
be considered, and on this basis black and even 
the deeper grays are disqualified. Also, as pointed 
out by Engel, Ickis and Lee, visual fatigue is much 
increased by sudden transfer between widely con- 
trasting intensities of light, and for this reason 
the general illumination should be at a normal 
working level, approximately 30 foot candles. 
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Similar principles apply to color perception as to 
general visual acuity. Thus the predominance of 
red in the wound suggests at once that its com- 
plementary color, green, would be the best selec- 
tion for wall color. This has been tried by some 
surgeons and with eminently satisfactory results. 


In its practical application the most satisfactory 
results seem to have been secured by the use of a 
deep green—spinach green, for instance—on the 
lower part of the wall with a lighter shade for 
the upper half and ceiling. 


Some have gone one logical step further and 


adopted green drapes for the patient. Such drapes ' 


provide a sharp contrast with the wound color and 
thus facilitate the work of the surgeon. 


The one constant quality of daylight is its vari- 
ability in intensity. It is probably its constancy 
quite as much as its mobility and controllability 
which is responsible for the trend of the sur- 
geon’s preference for the modern operating room 
light rather than a dependence on daylight. 


The use of light color filters has enabled the 
photographer to secure contrasts and to register 
shadings which were otherwise invisible. Can we 
expect to see the surgical light of the future fitted 
with filters which will both correct the inherent 
defects in color quality of artificial light and at 
the same time permit the surgeon to adjust color 
values to secure any desired color contrast in his 
operative field? 
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Medical Records in the Small Hospital 


VICTORIA SCHOTT 


ministrator’s existence and indeed a prob- 

lem for the small hospital. It is the prob- 
lem in many small hospitals that are feverishly 
and energetically working toward standardiza- 
tion but cannot seem to attain the goal for which 
they are striving because of records, simply 
records, which somehow seem unimportant to 
many and yet in all fairness I must say are very 
important to others. 


RR minis are the bane of the hospital ad- 


To many superintendents records are impor- 
tant. They desire a well-equipped and well-func- 
tioning department but the ever-present financial 
burden is so great that they find it extremely dif- 
ficult to persuade their boards to permit them to 
spend any money on a non-revenue department 
when the money is so sorely needed for salaries 
and supplies, etc. 


I am sure you are all very familiar with what 
constitutes an acceptable record as given in the 
Minimum Standard. The following definition I 
have found to be an excellent one, particularly for 
the small hospital: “An acceptable, complete med- 
ical record is one which contains sufficient data 
in sequence of events to justify the diagnosis and 
warrant the treatment.” It is well understood 
and granted that the small hospital without in- 
terns for the history writing, cannot insist on 
the elaborate records that a hospital well staffed 
with interns and residents or a large teaching 
hospital can require and obtain. It is far better 
to hope for and obtain the essentials at first, 
meanwhile instructing and advocating better rec- 
ords constantly and untiringly. 


A Record-Conscious Superintendent Is Necessary 


One of the first requisites, in my opinion, for 
securing acceptable records is a record-minded 
and record-conscious superintendent and may I 
at this point venture the opinion that every effi- 
cient superintendent is record-conscious. The 
good superintendent will do all in his power to 
provide the best possible facilities for a well- 
functioning record department, and will stand 
back of the record librarian, giving full spport, 
cooperation, and assistance whenever needed. 


I am at present working in a hospital of 92 
beds and 15 bassinets, where there are no interns. 
For at least ten years the superintendent had 
been promoting and carrying on patiently and 
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untiringly an intensive standardization program. 
Several years ago, everything seemed to meet the 
requirements for standardization except the med- 
ical records and the record department. If there 
are any superintendents of hospitals whose hos- 
pital is not fully approved, may I suggest they 
start working on their medical records at once 
if they are at all deficient. 


One day in the record department was enough 
to show me why the hospital had not obtained 
full approval by the American College of Sur- 
geons. Nearly all of the records had no histories 
and none of them were properly filed or available. 
The prospect, of course, of getting accurate his- 
tories on the hundreds of incomplete records was 
utterly hopeless, so that work was started on the 
current month with the determination to obtain 
histories on the patients as they came in and com- 
pletely reorganize the department so that it would 
be efficient and properly functioning. It was soon 
discovered that the task of getting the histories 
from the attending physician or surgeon was 
no small one, inasmuch as it meant gaining the 
cooperation, good will, and support of every one 
who brought patients to the hospital. 


Value of Histories Must Be Appreciated by the 
Medical Staff 


This brings me to another requisite for secur- 
ing acceptable records and that is a record-minded 
medical staff. Everyone will agree that a doctor 
cannot be forced to write a history, he must be 
made history-minded and convinced of the im- 
portance of having an acceptable record for every 
case. Emphasis should be placed on the necessity 
for histories because of their value to the patient, 
to the physician, and to the hospital, and not on 
the fact of their requirement for standardization. 
An alert, efficient, interested chief of staff who 
has the good will of every member of that staff 
can do much towards stimulating interest and 
cooperation. Here also the requisite of a vital 
and active Records Committee is recognized as a 
very important factor. Ifthe Records Committee 
is alert and conscientious and gives its full sup- 
port to the record librarian she can forge ahead 
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and I use that word “forge” with its full meaning, 
with the assurance that something may be accom- 
plished and the dream of her heart for an active, 
alive record department might become a reality. 
A tactful Record Committee chairman is truly 
a boon to any record librarian and any record de- 
partment, and the greatest care on the part of the 
chief of staff in his selection of that officer is 
advisable. 


Responsibility of the Record Librarian 


In the final analysis, the job of obtaining good 
records falls on the record librarian. In the 
small hospital, she is the one who must approach 
each physician and she must use a psychological 
approach rather than compulsion. She needs to 
be a student of human nature and vary her tech- 
nique to the individual doctor and with tact, per- 
sistence, patience and a willingness to cooperate 
to the extent of doing more than her share, she 
will find indeed that the physician will do his. 
We have had only one physician who refused to 
write his records with the excuse that he had 
practiced for thirty years without keeping any 
history on his patients and he did not think it nec- 
essary to start now. He was refused the privi- 
lege of bringing in any obstetrical cases because 
of lack of aseptic technique and consequently elim- 
inated himself entirely which solved that problem. 


Proper medical record forms are of course very 
important and a distinct asset but experience has 
shown that each hospital can best work out that 
problem to suit its individual requirements and the 
essential need is for a well organized system and 
records to fit the cases and not cases to fit the 
records. 


Every record should be carefully checked as 
it comes to the record room, for completeness 
and accuracy in every detail. It should rep- 
resent a complete story of what took place dur- 
ing the patient’s stay in the hospital and it should 
be in logical order as before stated. Clause IV 
in the Minimum Standard gives us the proper 
arrangement of records for filing. Nearly all 
records are filed either by admission or dismis- 
sal number, the most common method being by 
admission number. The unit system is becoming 
more and more prevalent, that is giving the pa- 
tient the same number for every admission. It 
was instituted in our hospital the first of this year 
and the benefits derived more than offset the ad- 
ditional clerical work involved. One important 
factor in the value of the unit system for the 
small hospital is having the previous history avail- 
able when the patient is re-admitted and conse- 
quently lessening the burden on the part of the 
attending physician in writing the history on the 
re-admission. 


Indexing and Filing 


To facilitate the use of records, the importance 
of proper indexing and filing of records is ob- 
vious. The old saying, “A missfiled chart is a 
lost chart” is all too true. Each record must be 
available for use by the attending staff and all 
others entitled to make use of them for papers, 
statistics, analyses, reports of all kinds, sub- 
poena by court, settlement of wills and insurance 
cases. Every record department that can pro- 
duce the chart requested for the physician when 
he wishes it will find that physician much more 
willing to cooperate to the best of his ability when 
his help is needed. 
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Wallpaper 


Hospitals are beginning to take advantage of 
the improvements in the manufacture of wall- 
paper. The more improved wallpapers are not only 
of sufficiently heavy stock to ensure against small 
defects in the plaster wall showing through but 
are coated with a paint surface which is claimed 
to withstand a normal amount of washing for a 
three year period. 


Once a plaster wall has been dented, or dug, or 
has cracked, it is very difficult to patch well 
enough to prevent its showing through a paint 
coat, no matter how much care is used either in 
patching or painting. 
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Other advantages of wallpaper are: It can be 
secured in tints and tone effects which are not 
attainable with paint, at least not within reason- 
able cost. 


Patterns can be secured for those areas in which 
a pattern is desired. 


The cost of the completed job is approximately 
one-half that of a good one coat paint job. 


The average room can be papered, cleaned, and 
ready for occupancy in less than one day in con- 
trast to a minimum of two or three days in the 
case of paint. In a good private room the saving 
of two days occupancy may be sufficient to pay 
for the entire cost of papering. 
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Apprenticeship Method of Education for the 
Hospital Administrator 


A. J. HOCKETT, M.D. 


the hospital administrator has often been 

aptly termed a graduate course in the “uni- 
versity of hard knocks.” In this university, there 
are no hard and fast rules which have been set 
down for the guidance of those supervising edu- 
cational activities, and a great deal of confusion 
has resulted in exactly what should constitute an 
appropriate apprenticeship program. 


To apprenticeship method of education for 


The pertinent points involved have been very 
ably covered in a recent published article by 
Dr. Donald C. Smelzer. As Dr. Smelzer writes: 
“To say that the apprenticeship method for the 
training of hospital executives is the only way 
for an individual to eventually become the head 
of a large hospital would be foolish.” Any state- 
ments made in this article are made with this 
distinct reservation in mind. 


There are, in general, three types of individuals 
who are interested in learning hospital adminis- 
tration by the apprenticeship method: the nurse 
administrator; the lay administrator; and the 
medical administrator. For each of them a dis- 
tinctly different course must be followed. 


Training for the Nurse Administrator 


Preliminary training for the nurse interested 
in hospital administration should include four 
years of college training leading to a degree of 
Bachelor of Science. Further academic work 
leading to Masters’ or Doctors’ degrees should 
probably be pursued in special departments of 
the university offering these degrees as a part of 
nursing courses. The nurse should, of course, 
have completed a regular three-year course in 
nursing and additional postgraduate work is to be 
desired although not essential. 


The nurse administrator should then have sev- 
eral years’ work in an administrative capacity in 
a hospital, and should have opportunities for 
supervision of nursing service as well as experi- 
ence in the fields of actual nursing education. In- 
asmuch as the nursing office is one of the hubs 
around which the hospital wheel revolves, it is 
inevitable that she will come into intimate contact 
with all of the active departments of the hospital 
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in which she is working. She should, if possible, 
during this time take advantage of one of the 
several recognized hospital institutes which serve 
as excellent intensive training courses over short 
periods of time for the training of hospital execu- 
tives. Following this training, she should be 
capable of directing administration of a hospital, 
and should be able to handle in a capable and 
business-like fashion all day to day problems 
which may arise. 


Training for the Lay Administrator 


The administrator without a medical degree 
should have adequate business and professional 
training from a recognized university followed by 
a postgradute course in hospital administration 
from some university offering this type of work. 
He should have attended at least one or preferably 
two hospital institutes held for the purpose of 
intensive education in this field. This should be 
followed by a rotating hospital internship, and 
should then serve a period as departmental head 
or as assistant to the superintendent in a large 
hospital before attempting to take over heavy re- 
sponsibilities. The length of time necessary for 
this type of training varies greatly with the in- 
dividual, but probably on the average it will be 
found that three years’ time is sufficient. If this 
time is served as a departmental head, it should 
be spent in the department of purchasing, if pos- 
sible. 


The department of purchasing and issuance, in 
many hospitals, is the place where the financial 
structure of the hospital is built, and the success 
in management of this department determines, to 
a very large extent, the success or failure of the 
administrative head of the hospital. This depart- 
ment comes in daily contact with the business and 
technical transactions of almost every department 
of the hospital, and an opportunity is afforded for 
the apprentice to learn their intimate details and 
to observe the under-current of activity which is 
in constant motion throughout our institutions. 
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The apprentice should be adequately paid for this 
work, as he will be rendering a real service to 
the hospital. 


It has been occasionally argued that such a 
system. of apprenticeship tends to throw ade- 
quately trained and promising young men into a 
groove from which it is very difficult to proceed 
to higher positions in the hospital field. If, how- 
ever, the superintendent of the hospital and the 
apprentice keep in mind that this position is being 
used as a stepping stone for further promotions, 
there is little or no danger of such a situation 
developing. If such a course of training is fol- 
lowed in a recognized non-politicalized institution, 
preferably of more than two hundred beds, the 
lay administrator should then be able and capable 
of heading a hospital organization, large or small. 


Training for the Medical Administrator 


For the student of medicine, the pathway ljead- 
ing to a position in hospital administration is 
again different. He will have completed three 
years of pre-medical work, followed by the regu- 
lar four years of medical school, and then should 
finish a regular twelve-months rotating intern- 
ship. If interested in hospital administration at 
this time, it is ordinarily quite easy for the super- 
intendent of the hospital to allocate some of the 
simpler administrative duties about the hospital 
to the intern. He may be appointed assistant to 
the admitting officer or assistant to the out- 
patient clinic director during the period of his 
internship, as long as he is not tied down to either 
of these positions at the expense of his duties as 
an intern. 


It is the author’s opinion that following intern- 
ship the man who is seriously interested in hos- 
pital administration as a career should spend at 
least one or two years in the field of general prac- 
tice. In no other way will he grasp the day to 
day problems of medical practice, of organized 
medicine, and of adequate medical care, as he will 
by this method. This period of apprenticeship 
training in hospital administration has never been 
stressed, but its importance should not be ignored. 


One of the difficulties in the fields of admin- 
istration today is admittedly the need of better 
administrative statesmanship. The development 
of statesmanship is dependent upon an intimate 
knowledge not only of the field of hospital ad- 
ministration but should encompass the entire field 
of medical practice. Only by this method may 
we expect to develop and guide what has been 
often termed by Dr. Glenn Frank as an “enlight- 
ened followership.” 


The misunderstandings and occasional antag- 
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onisms which have arisen between the fields of 
hospital administration and those of organized 
medicine may be, to a large extent, traceable to 
the fact that students of medicine have not been 
given any adequate conception of hospital admin- 
istration nor have those engaged in our own pro- 
fessional field had actual experience in the bed- 
side and hospital care of patients. 


Following this period of what might be termed 
field experience, the administrator should seek an 
appointment as assistant superintendent in one 
of the larger hospitals, preferably one carrying 
on a teaching program, both in the department 
of nursing as well as a connection with a rec- 
ognized medical school for the training of doc- 
tors. The hospital should have a bed capacity of 
at least two hundred beds. 


The Apprentice Should Be Assigned 
Definite Duties 


The program of training in the hospital will 
vary according to the general make-up of the hos- 
pital. The apprentice should certainly be assigned 
definite duties. These should consist of jurisdic- 
tion over all interns and residents, and, if prac- 
tical, he should be the admitting officer for the 
institution. He should be responsible for the con- 
trol of communicable diseases within the institu- 
tion in cooperation with the medical staff. He 
should be in intimate daily contact with the hos- 
pital administrator and, as early as feasible, 
should relieve the administrator of his duties dur- 
ing absences. He should be on call at night when- 
ever important problems arise. If the hospital 
carries a large operating schedule, he should be 
in charge of all bookings in this department. In 
many hospitals a great deal of friction arises be- 
cause actual bookings and assignments are made 
up between the operating room supervisors and 
the surgeons. It is simpler and more satisfactory, 
wherever possible, to have a_ professionally 
trained person in charge of this work acting as 
the contact man between the hospital and the 
physicians. 


Minor complaints should be referred to the as- 
sistant superintendent, and he should spend some 
time each day visiting with patients and ironing 
out small problems with them. He should be en- 
couraged to make contacts with newspapers and 
promote the public relations program of the hos- 
pital. Where the hospital itself makes it a prac- 
tice to put out some sort of house organ, he should 
be in charge of this work, under the guidance of 
the superintendent. He should be encouraged to 
make contacts during leisure time with all de- 
partment heads in the hospital and should par- 
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ticipate in all general department head meetings. 
It is of great importance that he should be en- 
couraged to contribute to the literature of the 
hospital administration, and selected administra- 
tive research problems should be assigned to him 
from time to time. A great deal of his further 
education will depend upon the individual himself 
and will be obtained by the “absorption” method. 
It is impossible for an alert individual to live in 
intimate daily contact with the problems of a hos- 
pital without gaining a keen insight into the 
mechanism of every department. On the length 
of time necessary for adequate training in the 
hospital, it is probable that an average of three 
years should be satisfactory. 


Conclusion 


In conclusion, it should be emphasized that even 
guided by the concerted efforts of our hospital 
associations at the present time, there is no set 
rule which can be laid down for the training of: 
all hospital administrators. It is to be hoped 
that to a certain extent this will always remain 
the case and that we will not attempt to produce 
a stereotyped educational program which, in many 
instances, will be unsuitable to the varied complex- 
ities of our institutions. It is to be hoped that our 
associations will vigorously continue their pro- 
gram of emphasis on general policies and ideals 
but will leave adequate room for expression of 
hospital individualism. 





~The Book Shelf 


ONE HUNDRED THOUSAND Days. Dorothy Ketch- 
am, Director of Social Services, University 
Hospital, Ann Arbor, Michigan. Book Depart- 
ment, Social Services, University Hospital, Ann 
Arbor. $2.00. 


The purpose of the book is to make available 
the experience and method of dealing with 
patients, methods of teaching, progress, curricu- 
lum building, adult education, philosophy and 
purpose of occupations, growth through activity, 
project planning, the selection of projects, indi- 
dividual needs and methods used, reading inter- 
ests, the family and the hospital. 


The book is the first of its kind to regard or 
analyze the hospital as essentially a social instru- 
ment, correlating professional opportunity, 
growth, study with community investment and 
return to health. The book is well illustrated 
with complete bibliography and index appended. 
The format is simple and understandable. The 
book covering is a delightfully original finger 
painting made by a patient. 

nascilliialeats 


“You CAN’T EAT THAT!” by Helen Morgan, with 
foreword by Dr. Walter C. Alvarez of the Mayo 
Clinic. Published by Harcourt, Brace and Com- 
pany; Price $2.50. 


In addition to the general chapters on allergies 
and the full section recipes, many of which are 
original with the author, there are four invaluable 
lists giving (1) the contents of leading trade- 
marked foods; (2) a warning list of jokers in 
cooked foods; (3) substitutes for foods prohibited 
to allergics; (4) sources and products in which 
forbidden foods may lurk. 
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A DICTIONARY OF FooD AND NUTRITION. Lulu G. 
Graves, Nutrition Consultant, and Clarence 
Wilbur Taber. F. A. Davis Company. 1939. 
Price $3.50. 


In handy flexible cover and thumb indexed 
form, this contribution is more than a dictionary. 
It is a compendium not only of definitions but of 
dietetic data as well. In addition to the simple 
definitions of words, there are comprehensive 
histories, sources, tables of composition and values 
of products, tables of digestibility, caloric values, 
digestive changes, and indication for and against 
the use of the various foods. 


This book represents the first comprehensive 
effort to reduce the basic data on food and nutri- 
tion to purely reference form, and as such it can 
not fail to recommend itself to all those concerned 
in any way in the science of nutrition. 


_——— 


THE HOSPITALS YEAR Book, 1938. R. H. P. Orde, 
Esq. S. Fretwell & Company, 57-59 Ludgate 
Hill, London, E. C. 4. 


This very valuable volume represents a compre- 
hensive compilation of statistics on all hospitals in 
the British Isles, both voluntary and tax-support- 
ed. The various tables classify hospitals by size 
and present the critical statistics on movement of 
patients as well as on financial operations. There 
is a separate directory of mental hospitals, of 
societies, charitable institutions, administrative 
bodies, etc., giving address and objectives of each, 
of supporting agencies, contributory schemes, etc., 
with address and income and the regulations of 
the Board of Registration of Medical Auxiliaries 
(Nurses). 
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Supplementing Training and Experience 
in Hospital Administration 


REGINA H. KAPLAN, R.N. 


competent well-trained administrator, we are 

agreed that the prospective executive must be 
fully qualified and capable of adequately meeting 
his responsibilities coincident with assuming 
them. <A _ period during which the hospital 
stumbles along, while its head learns the funda- 
mentals of administrative duties, is no longer to 
be tolerated. The day has gone when the only 
pre-requisite demanded of a would-be hospital 
head is his desire to enter that field of work. 


[: ORDER that a hospital may be directed by a 


Hospital superintendence means—directing its 
affairs in all functions of the institution. Because 
of this comprehensive obligation it behooves the 
hospital administrator to take advantage of every- 
thing which will add to his knowledge and make 
him a more efficient governor of his miniature 
state, for ramifications of hospital administration 
are almost as diversified as those directing a com- 
monwealth. The inner workings of each depart- 
ment should be of vital concern to him, and his 
knowledge must be sufficiently diversified for him 
to meet departmental and _ inter-departmental 
problems. Frequently he will recognize defects 
in operating units, minor in themselves, but which 
stand out glaringly when viewed in relation to the 
operation of the entire institution. 


Supplementing the routine intern training for 
hospital administrators means adding something 
to render the training more complete. To round 
out information and experience, several things 
are of prime importance. 


Reading 


The way to learn a language is to begin reading 
and speaking it. We learn the language of the 
hospital in the same way. Through the printed 
page, we may draw from the intellectual resources 
of national, and even international, authorities in 
the field of hospitalization. They make for us a 
systematic study of the subjects. On the founda- 
tion of their achievement even the beginner may 
from the first begin to build a structurally sound 
policy. From the wealth of printed material we 
may pick and choose the best for our own needs, 
drawing from the experience of generations. 
Hospital literature of all descriptions may well 





Presented at the Hospital Conference of the American College 
of Surgeons, Nashville, Tennessee, January 20, 1939. 
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be classed as synonymous with text books. No 
library of a hospital administrator should be 
without the periodicals in the field of hospitaliza- 
tion. 


Observation Tours 


Observation is the basis of all knowledge. One 
of the most important lessons that can be taught is 
how to use the power of observation. The faculty 
of accurate observation with a knowledge of the 
relative value of the facts observed and the power 
of accurately describing them is probably of 
greater assistance in making a successful ad- 
ministrator than any other one thing. It is largely 
a matter of training. This must be done in two 
ways—by cultivation of the practice of observa- 
tion in the student and by accurate teaching in 
the significance of the matters to be observed. 


Observation should extend to every detail of 
hospital administration. The faculty of observa- 
tion is no gift tossed from the lap of the gods— 
it is a sixth sense acquired through patient and 
painstaking cultivation over a long period. Its 
roots must reach deep into the period of hospital 
training and must be enriched by broad knowl- 
edge of the general field toward which attention 
is directed. For, if he is most blind who will not 
see, then the first step in curing mental myopia 
is information. After that, there is time for 
exercise to strengthen muscles of perception. 


All science is based upon observation. The 
hospital may well be classed as an observatory. 
It is an institution of scientific learning with as 
many precision instruments as any scientist might 
require. The tools used are in keeping with the 
subject taught. Accurate observation, which on 
the surface seems to be among the most normal 
of mental processes but is actually among the 
rarest, is a primary factor in the training of an 
executive. 


Observation may be significant when applied 
to any happening—whether it apply directly to 
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the hospital administration or not. But unques- 
tionably, observation tours to other institutions 
are of major importance. Each section of the 
country, each state, each town, each institution 
within it, has something new to contribute; it 
lays especial emphasis on, perhaps, a unique 
adaptation of an old idea. 


It is so human, when away from home, to re- 
fuse to take a “postman’s holiday” by visiting 
other hospitals and studying their methods. But 
the wise, even the human thing to do, is to seize 
every opportunity to broaden knowledge through 
observing the applied knowledge of co-workers. 


Attendance at Meetings 


Nothing fosters a spirit of good will more than 
attendance at meetings and conventions. It pro- 
motes the idea of working together and helps to 
substitute for the notion of competition—the ideal 
of cooperation. It furnishes a ready means of 
keeping in touch with developments and with the 
persons responsible for such progress. It fre- 
quently offers a chance for self-development 
through participation in discussion groups or even 
filling a part on the program, thus stimulating in 
the individual the desire to keep abreast with the 
times and to continue improving his opportuni- 


ties. It enlarges the outlook of the individual 
through his contacts with other members and in 
discussion of papers. 


Every cooperation should be given a hospital 
administrator in attending such gatherings. 
There is so much of getting and giving in such 
a group that it affords one of the best basis for 
improvement of hospital standards and increases 
both the will and the capacity. 


In Conclusion 

The concept of a well trained hospital adminis- 
trator, in addition to routine training and experi- 
ence should be expanded to include enforced 
reading of all hospital periodicals and literature. 
It should emphasize the importance of the devel- 
opment of powers of observation, and the in- 
valuable findings to be gained thereby. High 
among the things most worthy of close and pains- 
taking observation should be other institutions in 
the same allied fields. And lastly, to include as 
essential to the training course the attendance at 
meetings both local and national. 


Such a three fold addition to the comprehensive 
routine training will make a solid foundation for 
the well trained, qualified, and competent hospital 
administrator. 
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Ambulance Chasers 


The increase in highway accidents in recent 
years has had the effect of diverting the attention 
of the “ambulance chasers” from malpractice suits 
against the hospital or the doctor to the victim 
of such accident. 


But they are still actively on the lookout for 
“easy money.” Barratry, perjury, and jury fixing 
are their stock in trade, all unethical and illegal, 
but this does not divert them. The more danger- 
ous jury-fixing is not so frequent because their 
methods are so vulnerable that they much prefer 
to “compromise,” collect their percentage and fade 
out of the picture. If their case comes into court, 
they are always under the hazard of exposure of 
their methods and even though they have made 
out a fairly good case, few of them are willing to 
risk the hazards of formal court procedure, much 
preferring the smaller but safer reward in their 
fee from a “settlement.” 


The “runner” who solicits the case may or may 
not be the attorney himself, but in any case it is 
not unusual for him to approach either the doctor 
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or the hospital, pose as a relative or sponsor and 
make extravagant guarantees of expense for 
treatment. In the larger cities he is often able to 
reach the hospital either with the patient or soon 
after his arrival by the simple expedient of keep- 
ing a radio tuned to police calls, racing to the 
scene of the accident and posing there simply as 
a sympathetic fellow motorist. 


The racket is so well organized in some cities 
that they have certain hospitals and doctors who 
have proved “helpful” to them and to which they 
will seek to transfer the patient if the original 
doctor or hospital is not amenable to their wishes. 


The legitimate legal profession is not in sym- 
pathy with their methods but can do little to curb 
them without the cooperation of the public and 
particularly of ethical hospitals and doctors. The 
ethical committee of the local Bar Association will 
always be glad to receive reports of suspicious 
cases, as it is only by such assistance that it can 
build up cases adequate to behead the harpies. 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
to the litigation. 


Recent Cases 


Hospital Subrogated to Rights of Patient Against 
Third Party 


Jones v. American Mut. Liability Ins. Co., et al., 
185 So. 509 (La.). 


This was an action begun by Mrs. Ibbie Jones 
to recover damages for the death of her son, her 
suit being directed against the driver of an auto- 
mobile and his insurance carrier. The Charity 
Hospital of the State of Louisiana intervened in 
this action, claiming $353 for hospitalization given 
the son of plaintiff, and it asked for a judgment 
for that amount if plaintiff recovered against the 
defendants. A judgment was entered in the trial 
court dismissing plaintiff’s complaint, and the 
Louisiana Court of Appeal reversed the order of 
dismissal, entering judgment in favor of the 
plaintiff and in favor of the intervener, Charity 
Hospital. 


It appeared that the hospital had intervened un- 
der a certain statute of Louisiana, entitled Act 
No. 230 of 1932, whereby it could be subrogated 
to a patient for hospital services rendered, i.e., 
it could recover from the party causing injury 
to the patient, and thus secure its bill for hospitali- 
zation. Here, the Charity Hospital having ren- 
dered services to the deceased, the court could 
only allow a recovery, for by the terms of the 
statute the hospital had the express right to a 
recovery on the facts presented. 


a 


Whether Hospital Liable for Alleged Wrongful 
Discharge of Physician 


Loewinthan v. Beth David Hospital, et al., 9 
N. Y. S. 2d 367. 


This action was begun by a physician to recover 
damages for breach of contract, malicious injury, 
libel, slander, and conspiracy. However, the im- 
port of this case lies with the alleged cause of 
action against the hospital for breach of contract. 


Hospitals, whether incorporated for charitable 
and benevolent purposes, or whether incorporated 
for profit, are liable for breach of contract. The 
law knows of no protection to a charitable insti- 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








tution where the facts make out a case of recovery 
for strict breach of contract. In a few instances, 
plaintiffs have sought to recover in an action 
sounding in contract for what in fact amounted 
to negligence on the part of some person con- 
nected with the hospital, or charity. In those 
cases recovery has been denied on the ground that 
the courts would not permit a plaintiff to evade 
the rule of exemption from liability for negligence 
by an attempt to disguise the true cause of action. 
In the instant case, the plaintiff claimed to have 
been wrongfully discharged. Had he been able to 
plead properly his supposed cause of action, and 
had the facts been proved to the satisfaction of 
the court, he would have made out a case against 
the hospital. 


Here, the hospital attacked the plaintiff’s com- 
plaint on the ground that it failed to state facts 
which would justify a recovery against the hos- 
pital. It appeared that plaintiff began to serve 
on the staff of defendant’s hospital in 1916, and 
that he had been regularly re-appointed in each 
year until 1935 when he was allegedly suspended 
without cause, no formal charges being preferred, 
and without his having a hearing before the board 
of trustees and medical staff as was allegedly pro- 
vided for in the defendant’s by-laws. The com- 
plaint went on to allege that he had only an in- 
formal hearing; that he had been suspended 
because of making a charge for medical services 
to a private patient; that the by-laws permitted 
him to make such a charge; that all actions taken 
by the hospital had been in violation of its consti- 
tution and by-laws, and that its action had re- 
sulted in plaintiff’s inability to obtain an appoint- 
ment to staffs of other hospitals, and had resulted 
in loss of prestige, business and income. 


The decision is not entirely satisfactory, for 
it is based purely upon the pleadings, and being 
so grounded, gives no picture of the merits of 
either the plaintiff’s case, or of the case of the 
defendant. However, the language of the court 
gives some indication of what the holding might 
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have been had plaintiff pleaded his case properly. 
It was said: 


“The first cause of action for breach of 
contract does not set forth a cause of action. 
Perhaps if the relevant portions of the by- 
laws and constitution were alleged which 
would indicate the nature of the relationship 
and obligations assumed by each of the par- 
ties upon plaintiff’s appointment and reap- 
pointment to the staff of the hospital, a con- 
tract might be spelled out. As it now 
appears, the cause of action is barren of any 
statement or even inference of consideration. 
It does not disclose the contractual obligations 
undertaken by either party by such appoint- 
ment. It does not reveal any benefit to any- 
one but the plaintiff. No reference, except 
by way of conclusory allegations, is made to 
any specific provisions of the by-laws which 
establish a contractual relationship. Those 
provisions should at least be incorporated by 
reference in the complaint. The plaintiff’s 
argument in his brief as to the relationship 
of the parties and the benefits to each, and as 
to the relevant portions of the by-laws, can- 
not take the place of allegations of facts in 
the complaint.” 


The remaining allegations that the hospital and 
certain persons had made untrue statements of 
the plaintiff were insufficient to state a cause of 
action because plaintiff failed to allege that his 
suspension was illegal. The result was that the 
complaint was held to be insufficient, and plaintiff 
was required to file an amended complaint. 


' Generally, in cases of breach of contract, the 
plaintiff must allege and prove the existence of 
a contract in law, together with the pertinent pro- 
visions thereof, non-performance or disregard of 
which would cause him damage, and, actual dam- 
age. Here, plaintiff did not allege a contract, nor 
its terms, nor did he allege any facts which tended 
to show that the defendant had acted to his detri- 
ment. Upon his pleadings, the court could do but 
one thing—hold that he had failed to state a cause 
of action. 


a 


Texas (Cont.) 


Right of Hospital to Choose Staff 
Harris v. Thomas, 217 S.W. 1068. 


Petitioner Harris sought to enjoin members of 
a hospital staff and the hospital from preventing 
him from practicing medicine in the hospital in 
question. A temporary injunction was granted, 
which was later dissolved. Plaintiff appealed 
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from the order of dissolution, the Court of Civil 
Appeals affirming the order dissolving the injunc- 
tion. 


With respect to the right of the hospital to 
exclude plaintiff the court said: 


“We believe it to be the right of the sani- 
tarium to refuse business relation with the 
appellant, if it sees proper to do so, and also 
to adopt such regulations as are proper or 
deemed by it necessary or expedient to im- 
prove its efficiency and standards of service 
therein and to require of those using its 
equipment that they possess specific medical 
learning and equipment in order to receive a 
membership on the medical staff. To accom- 
plish this it was at liberty to employ a com- 
mittee, as it did in this case, to standardize 
the sanitarium. If in good faith, with no evil 
intent to injure or oppress, the appellee 
doctors who were so appointed did formulate 
the rules of standardization and name the 
staff as directed, they had the right to do so 
subject to no other control than the govern- 
ing authorities of the institution.” 


It may be said, as a general rule, that hospitals 
are free to adopt such reasonable rules as to 
technique, medical practice, and administration 
as will ensure the more efficient operation of the 
institution. While a hospital may not arbitrarily 
exclude from its doors certain practitioners, still 
it may adopt regulations which may, in their ef- 
fect, exclude those practitioners. The hospital, 
in so acting, must be free from discrimination, 
and must not have been partner to a conspiracy 
to injure the reputation of the person in question. 
No man, nor group of men have the absolute, 
unqualified right to practice their profession in a 
hospital. Before insisting that they have been 
harmed by exclusion, they must first show the 
exclusion to have been unfounded in reason and 
in law, for, as was said by the court: 


“A voluntary association has the power 
to enact laws governing the admission of 
members and to prescribe the necessary 
qualifications for membership. . . Mem- 
bership therein is a privilege which the so- 
ciety may accord or withhold at its pleasure, 
with which a court of equity will not inter- 
fere, even though the arbitrary rejection of 
the candidate may prejudice his material in- 
terest. . . . Courts sometimes interfere where 
members have been wrongfully excluded or 
expelled, but as a rule they do not interfere 
with the right of an association to make laws 
or rules unless they are against good morals 
or violate the laws of the state.” 
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Charity Hospital Not Liable if Due Care Used in 
Hiring and Retaining Employee 


Barnes v. Providence Sanitarium, 229 S.W. 588. 


This was a suit for personal injury, based upon 
the negligence of defendant’s employees in ad- 
ministering certain treatment to the plaintiff. The 
defendant raised the issue of its incorporation as 
a purely public charity, and contended that as 
such it was exempt from liability for the neg- 
ligence of its agents, servants, or employees. In 
the trial court a verdict was directed in favor of 
defendant, and a judgment was entered upon the 
verdict. 

The evidence of defendant, bearing upon its 
incorporation as a charity, and upon its benevo- 
lent operations, was not entirely satisfactory to 
the court. However, it was shown conclusively, 
as a matter of law, that the defendant was a char- 
itable corporation. 

The language of the court, taken at length, 
reveals not only the rule of law applicable, but 
also the burden placed upon a charitable institu- 
tion to take advantage of that law. It was said: 

“It seems now to be a thoroughly settled 
rule, and appellant so admits, that an insti- 
tution of purely public charity is not liable 
in damages for the negligent acts of its em- 
ployes, although it is required to use ordinary 
care in the selection and in the subsequent re- 
tention of its employes, and is liable in 
damages for injuries resulting from failure 
to exercise such care. . . . Corporations are, 
of course, liable as a general rule for the 


“As we have stated, the facts of the case 
are embraced in the testimony of the presi- 
dent of the corporation, and show that the 
ultimate purposes of the corporation are 
benevolent or charitable, to care for the poor, 
to nurse the sick and restore them to health, 
to minister to the unfortunate of every creed 
and nation; that any profits arising from the 
revenues derived from the hospital or other 
sources are put back, or are to be put back 
when earned, into the channels of the original 
purposes, thus precluding the diversion of 
any part of these funds to private gain or 
profit. It is universally held, so far as our 
search discloses, that these facts bring the 
agency of such purposes and accomplishments 
into the category of institutions of purely 
public charity... . 


“. . . we hold that the facts, as disclosed by 
the testimony, in this case establish as a 
matter of law that appellee is an institution 
of purely public charity, and as such is ex- 
empt from liability for the alleged negligent 
act of its employe which it is alleged resulted 
in the injuries complained of, and that there- 
fore the court did not err in requiring the 
jury to return a verdict for appellee.” 


—_—_— p>. 


Private Hospital Liable for Malpractice of 
Physician 


Harris v. Sadler, 55 S.W. 2d 173. 








negligence of their servants. And where a 
corporation is sued for damages for injuries 
resulting from the negligence of its servant, 
and it desires to claim exemption from the 
general rule, it must affirmatively plead and 
prove the facts entitling it thereto. This 
being true, it devolved upon appellee in its 
pleadings in this case to affirmatively set up 
its exemption as a defense, as it did, and 
the burden of proof rested upon it to prove 
the facts establishing such defense. . . . 

“Because of the application here of the 
burden of proof rule, and of the action of the 
lower court in peremptorily instructing the 
jury to return a verdict for appellant, we 
are confronted with, and must determine 
from the evidence the question: Does the 
evidence establish, as a matter of law, that 
the Providence Sanitarium is such an institu- 
tion of purely public charity as to entitle it 
to the protection of the rule exempting such 
institutions from liability for the negligent 
acts of its employes? If so, the judgment 
here appealed from must be affirmed; if not, 
it must be reversed. 
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This action was to recover damages for per- 
sonal injuries resulting from the malpractice of 
a surgeon, and owner of a clinic hospital. In 
substance the evidence was that the surgeon had 
negligently left gauze packing in an abdominal 
incision. There was a verdict and judgment in 
favor of the plaintiff which judgment the Court 
of Civil Appeals affirmed. 


Clearly, the act of a surgeon in leaving gauze 
packing in an incision, without good reason for 
so doing, amounts to negligence. The court 
seemed not to be concerned with this issue, treat- 
ing it as a closed question, and directing its at- 
tention to the various assignments of error, none 
of which were ruled on favorably to defendant. 


Generally, the surgeon alone is liable for such 
negligence as is seen here. Usually, he operates 
not as an employee, or agent of the hospital, but 
independently of any employment by the hospital. 
Under such circumstances, the hospital cannot be 
held liable unless its employees, assisting in the 
operation, have been negligent. Here, since the 
defendant was an owner of the clinic in question, 
the issue of agency implicated the hospital in his 
negligence, thus rendering the hospital liable. 
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Pharmacy Service in the Hospital 


LAWRENCE J. SHIMANEK, Ph.G., M.D. 


with the proper functioning of the numer- 

ous departments that go into its make-up. 
One of the most important of its departments is 
he pharmacy, a department which can reflect 
1 great deal of credit toward the reputation of 
un institution, as well as aid in the effectual treat- 
nent of the sick. It is with this department that 
we Shall concern ourselves, with the idea in mind 
of remedying such situations that have come to 
be a problem in the department management. 
There has been a great neglect in the governing 
of this all-important department, a neglect par- 
ticularly due to the lack of cooperation between 
the medical and surgical staffs with the pharmacy. 


| wien tne administration concerns itself 


Problem 1 


Should not every hospital have the part-time 
or full-time services of a registered pharmacist 
to comply with legal requirements? 


At the present time, there are no absolute legal 
requirements for the employment of a registered 
pharmacist in a hospital. In some states this is 
a necessity, in others it is not. However, in the 
interest of public health and safety of patients, 
together with safety in the administration of 
drugs, every hospital should employ a registered 
pharmacist, for legal requirements and most 
of all for the proper functioning of the hospital 
service. 


In a number of smaller hospitals, where there 
is no department which may rightfully be called 
a pharmacy, the dispensing of drugs and prepa- 
ration of solutions is placed in the hands of nurses 
on the halls, and when any special preparation 
is needed, probably a pharmacy in the vicinity 
of the hospital is called upon to provide it. This 
is an unwise procedure, to place in the hands of 
someone inexperienced in the art of compound- 
ing drugs, the important position of dispensing, 
at times life-giving, remedial agents, when ac- 
curacy of dose and compounding may hold the 
life of a patient in a balance. The art of medi- 
cine is not entirely in the providing of a diag- 
nosis, but also in the careful treatment of the 
patient following diagnosis, and this cannot be 
carried out unless one is assured that the drugs 
used have been properly compounded and dis- 
pensed. 
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Problem 2 


Should the hospital pharmacy sell drugs to 
former patients? To outsiders? To the medical 
staff? 


Considering the numerous duties that befall 
a competent hospital pharmacist, viz.: prepara- 
tion of stock solutions, checking narcotics, dis- 
pensing of hall drugs, etc., does it not seem unwise 
to burden him with the care of filling prescriptions 
and caring for the financial end of the outside 
drug dispensing. I think it would be very unwise 
to allow outside dispensing in the pharmacy of 
average hospital size. Staff physicians, however, 
should be allowed to purchase drugs through the 
hospital pharmacy. The quantity of drugs pur- 
chased by physicians is usually small, and there 
would be little inconvenience in serving them. 
Through this medium there may be established 
a favorable and profitable relationship between 
the pharmacist and physician. 


Problem 3 


What economies can be effected in the han- 
dling of drugs, pharmaceuticals, and sundry sup- 
plies in the hospital? 


Pharmaceutical economy may be increased by 
observing the following: 


1 Buying Economy—The problem of quantity 
and quality of drugs purchased should be 
considered. A very foolish procedure is the 
purchasing of large quantities of drugs with 
a small discount and then be confronted with 
dead stock and deterioration. Quality is par- 
ticularly important in the purchasing of 
rubber goods and dressings. 


A careful check-up on different manufac- 
turers of drug products and choosing those 
of a good quality, and at the same time low 
in price with suitable discount for cash pay- 
ment is very wise. Slow-moving drugs 
should be purchased in small quantities, dis- 
regarding discounts for larger purchases. In 


113 








regard to quantity purchases, this may be 
figured out by being certain that the drugs 
purchased should have a turnover of. from 
three to four times yearly. 


2 Drug Manufacturing—A number of prepa- 
rations can be manufactured in small phar- 
macies, and may add additional revenue to 
the pharmacy, among these: milk of mag- 
nesia; all alcoholic preparations (here a 
great economy can be effected) ; certain oint- 
ments, etc. 


3 Use of U.S.P. and N.F. Remedies—Numer- 
ous proprietaries on the market are merely 
U.S.P. or N.F. products, under a proprietary 
name with a cost price of three to five times 
that of the original product, examples: 


Phenobarbital Luminal 
Methenamine Urotropin 
Barbital Veronal 
Cinchophen Atophan 


4 Hall Drug Dispensing—There should be kept 
an adequate supply of simple drugs on halls 
and whenever possible a mixture of these 
should be prescribed rather than a complex 
prescription, half of which may never be 
used. 


5 Price List Revision—Particularly on new 
preparation, due to market fluctuations. 


6 Careful Stock Inventory Monthly — This 
should also include hall stock drugs, those not 
being used should be deleted from the list. 


Problem 4 


To what extent should charges be made for 
prescriptions filled in the hospital for patients 
while under treatment? 


The cost of medication in a course of hospital- 
ization should be at a minimum. Special pre- 
scriptions for private patients or semi-private 
patients should be charged for, not in the sense 
of making a large profit, but from a standpoint 
of the retail cost of individual constituents. Cer- 
tain routine drug treatments as purgatives, head- 
ache remedies, etc., do not warrant a charge. 


To levy a special charge upon private patients, 
is a plan that is likely to create a feeling of dis- 
satisfaction on the part of the patient, and should 
not be practiced. There is nothing that will lessen 
the prestige and hinder the reputation of an in- 
stitution so much as to charge an outlandish sum 
for a few pills to a patient who has already paid 
a large amount of money for his room. 





"Not for Profit" 


“Voluntary Hospital” is a term adopted from 
British usage describing a hospital organized for 
the purpose of public service but not to distribute 
any dividends. 


A corporation is a legal device under which a 
group of individuals may organize as a legal en- 
tity for the conduct of any type of business as 
stated in the act of incorporation but in which the 
legal liability of each member of the corporation 
is limited to the value of his ownership in the 
corporation. 


Many states have specific statutes for the in- 
corporation of corporations not-for-profit, and 
such corporations usually enjoy exemption from 
taxation. Even those states which do not have 
these specific statutes still permit incorporation 
not-for-profit under the general incorporation 
laws. When such corporations are organized for 
philanthropic purposes, they are in certain legal 
jurisdictions considered to be exempt from liabil- 
ity for damages on the theory that to assess them 
for damages would be, in effect, to divert their 
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funds from their proper use—the service of the 
public. 


Lately both courts and tax assessing authorities 
have shown a tendency to view these corporations 
with less generosity than formerly. More and 
more the courts are questioning the granting of 
immunity from liability for damages solely on the 
basis of the form of incorporation, and demanding 
proof that the defendant corporation is philan- 
thropic in fact as well as in form. In these cases 
the courts require proof of the amount of charity 
work done, but the amount required to qualify 
as a charitable institution varies in the different 
jurisdictions. 


More recently tax assessing authorities have 
been taking a similar attitude and in the admin- 
istration of the corporation tax, for instance, have 
been inclined not to be satisfied with a showing 
of no direct profit. They have raised the question 
of indirect profits to the owners by way of sal- 
aries out of proportion to services rendered, per- 
quisites or other subterfuges by which the mem- 
ber of a not-for-profit corporation was able to 
profit by such membership. 
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Laboratory Service in a Hospital 


CLYDE G. CULBERTSON, M.D. 


HEN the surgeon makes a pre-operative 
WY iiserosi of acute appendicitis, and the 

pathologist, after a careful gross and 
microscopic examination, finds only a very slight 
increase in the submucous connective tissue and 
reports normal appendix or no inflammatory 
changes, final diagnosis of this chart must be 
changed to coincide with the pathological findings. 
It is necessary that the pathologist has access to 
the operative findings so that he may be aware 
of the presence of a marked dilatation of the ap- 
pendix which disappeared before his examination 
and also to know what the surgeon’s diagnosis 
was, so that he will make his examination with 
the full knowledge of the circumstances and 
thereby be warned that his diagnosis varies, per- 
haps, from that made clinically. So when any 
controvesy arises, he is prepared to say, “I ex- 
amined the appendix, realizing that your diag- 
nosis of acute appendicitis, but my microscopic 
and gross examination does not reveal evidence 
to confirm the diagnosis.” 


It has been a practice in our laboratory to make 
gross examination, take a photograph of the gross 
specimen, and in the case the appendix seems 
grossly normal, to make at least three sections 
through various portions of the appendix. We 
must be careful to note the presence of fecoliths 
and pinworms in the lumen which may have 
caused symptoms, yet will possibly not show up 
in the microscopic examination. We make every 
effort to be sure that our report is not unfair, 
in other words, if we are asking the surgeon to 
accept our evidence as final on the chart, we must 
conscientiously be thorough and it is our practice 
to retain a specimen and to extend a continual 
invitation to the surgeons to review the gross and 
microscopic pathology with us. 


For instance, I have seen in our own hospital, 
on reviewing charts from the files, where a gall 
bladder was diagnosed pre-operatively, and post- 
operatively, by the surgeon as chronic cholecys- 
titis, and where the pathological diagnosis has 
been carcinoma of the gall bladder, that through 
error the original diagnosis had not been changed 
on the front of the chart. This could not happen 
easily at present as the resident physician sum- 
marizes the chart after receiving the pathological 
report. It is most important that the reports be 
completed and on the chart as soon as is possible 
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after the operation, barring unusual circum- 
stances, this should not be more than four days. 


Laboratory Services Under a Flat Rate Charge 


Flat rate laboratory charge varies greatly ac- 
cording to the service it includes in the various 
hospitals. I am strongly in favor of a flat rate 
laboratory charge for all patients, and I believe 
it should be higher and more inclusive than it is 
in the average hospital. It generally includes 
urine analyses, blood counts, P.S.P. tests, simple 
bacteriological smears, and pathological exam- 
ination of tissue removed at surgery. It should, 
but does not usually include serological tests for 
syphilis. This work is done for flat rate fees 
varying from $2.00 to $5.00. In my opinion, a 
$5.00 fee which included the simpler blood chem- 
istry, gastric analysis, compatibility test, stool 
examination, Wassermann, and ordinary cultures 
would be the means by which the patient received 
laboratory service is needed and also enable the 
hospital to maintain a good laboratory. The ob- 
jection to it is that a patient who comes in for 
a tonsillectomy is said by his physician not to need 
such a service, so why should he pay for it. This 
argument, in my opinion, does not hold water, 
because even these patients need the histological 
examinations, they need the blood count and urine 
analysis, they may need blood transfusion and 
some of the other services, which the laboratory 
is prepared to give them in case the unusual 
occurs. 


Employment of Registered Technicians 


It is certainly desirable but perhaps not pos- 
sible at present, for all laboratories in approved 
hospitals to employ only registered technicians. 
Registered technicians and approved pathologists, 
by virtue of their training and experience, both 
theoretically and practically, represent the best 
talent available for these positions. Everyone 
knows that often the certified pathologists and the 
registered technician falls short of achieving the 
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best possible results. In other words, even this 
best of service, is not without error. 


I believe we must think of this matter in terms 
of the average rather than of the individual 
cases. I have known technicians who have had 
but little scientific background who were very ex- 
ceptional people, who perhaps did the work as 
well, if not better, than some of the registered 
technicians, but considering this problem from 
the standpoint of a large number of individuals, 
it is certainly logical to believe that individuals 
with the background of training and experience 
required by the registry, constitute a much more 
reliable group than a group of hit and miss per- 
sons without any previous training. Common 
sense must be used in applying regulations. An 
individual who has long experience and who is 
known to be competent, but for lack of one or 
two courses cannot become registered, should not 
be discharged for this reason. When new per- 
sons are hired, they should be required to be reg- 
istered technicians. 


Stimulating a Higher Necropsy Incidence 


The necropsy percentage may become an index 
as to the effort which the hospital has made to 
serve the public. This problem varies greatly in 
the large and small hospitals. The interest and 
complete cooperation of the intern and the nurs- 
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ing staff are the most important factors in the 
necropsy percentage, in my opinion. Families 
who have been treated kindly and sympathetically, 
during the illness of the deceased patients, have 
a feeling of gratitude and confidence toward the 
hospital as a whole. Without this, they are nat- 
urally loath to consider permission for a necropsy. 
The intern more than anyone, perhaps, is in a 
position to fail or to succeed in obtaining necrop- 
sies. He must be diplomatic and patient. The 
pathologist can do much by seeing that necropsies 
are not made objects of levity but are serious sci- 
entific efforts on his part to learn the truth. A 
necropsy should be performed in a dignified at- 
mosphere and should be regarded as an oppor- 
tunity for scientific study by the hospital staff. 


The cooperation of the pathologist and the un- 
dertaker is most important. The undertaker is 
often the force which works against the granting 
of a necropsy. A necropsy properly performed 
should not in any way interfere with the work of 
an embalmer. There are many suggested proce- 
dures which the pathologist can do to help the 
embalmer. Pathologists should realize the prob- 
lem of the embalmer and should invite his sug- 
gestions as to how he would prefer to have the 
body prepared for his work. The public should 
be educated as to the value and the need for 
necropsies for the good of mankind. 





Panel Heating 


Panel heating is the term used to designate in- 
stallations in which the heating coils are imbedded 
in ceilings or walls. While it is comparatively 
new in this country, it has been in use in the 
British Isles for many years. 


A recent investigation of its use in British hos- 
pitals cites the following advantages: 


1 Floor and wall space free from obstruction 
2 Less cleaning 


3 Less danger of cross infection due to less air 
movement 


4 No heated surface on which dust can settle 
and thus encourage the propagation and cir- 
culation of germs 

5 Freedom from blackened walls over radiators 

6 High standard of comfort at low temperature 

7 Less drying of air due to absence of high 
temperature surfaces 


8 Natural ventilation (through the skin) takes 
place freely and without discomfort 
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In installation it is recommended that the coils 
of mild steel pipe be imbedded in a special plaster 
of the ceiling, and where this was done there have 
been no reports of leakages. There is no reason 
to expect leakages as there is no evaporation to 
cause scaling nor any replacement of water in the 
coils. Temperature control is by control of the 
temperature of the water in the coils, an average 
of 132° F. 


Many hospitals report less frequent need for 
redecorating. There have been no reports of com- 
parative cost of operation in hospitals, but com- 
mercial buildings report rather marked savings. 


The few installations that have been made in 
this country indicate a cost of installation from 
ten per cent to fifteen per cent more than hot 
water radiator systems, but in hospitals in par- 
ticular it is probable that decreased cost of opera- 
tion, need for cleaning and decoration, and the 
possibility of better utilization of floor space will 
more than offset this cost. 
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Food Service 


GERTRUDE E. GALLAGHER 


ered not only as a therapeutic measure, but 

as a business as well; therefore business 
methods should be enforced. I believe that in the 
majority of hospitals food service is on a higher 
plane than that of a great many commercial or- 
ganizations engaged in feeding the public. 


Fev service in the hospital should be consid- 


We may not receive a monetary exchange in 
dollars and cents for the items of food sent from 
our kitchens but the dietitian must nevertheless 
“sell” her products to her customers—the pa- 
tients, the staffs, and the personnel. The best 
test of production and salesmanship is customer 
satisfaction and it is also the first and most im- 
portant criterion for the evaluation of food serv- 
ice. The factors involved in satisfaction or ap- 
petite appeal are appearance, temperature, and 
taste—all three producing that element of satiety 
so difficult to analyze. 


Since taste is largely a matter of habit—some- 
times influenced by education—racial and re- 
ligious food preferences may play an important 
part in the satisfaction enjoyed. The good sales- 
person, the dietitian, will do everything humanly 
possible to supply the necessary factors for food 
satisfaction, and will do it at the lowest cost pos- 
sible. There may be budgetary limitations, how- 
ever, and because the dietition is no magician, it 
may not be possible to give the full degree of 
satisfaction. 


Another factor which is of particular impor- 
tance in the evaluation of the hospital dietary de- 
partment is the physiological, nutritional ade- 
quacy, which may be readily and accurately de- 
termined by menu analysis. 


The Most Effective Measures to Assure Proper 
Food Control in the Hospital 


It has been said that “business begins with 
buying.” Accordingly, the hospital food service 
begins with the purchase of food. Whether this 
is ordered by the purchasing agent or the diefi- 
tian matters little, providing the purchasing 
is done according to predetermined specifications 
and careful check is made when goods are 
received. Responsibility for specifying the qual- 
ity of food or the quantity requisitioned must not 
be divided. Since the department head is heid 
responsible not only for satisfaction but for 
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A) 


budgetary control, the responsibility for deciding 
these questions must rest with the dietitian. 
There should be, of course, close cooperation be- 
tween the purchasing and the dietary depart- 
ments. 


A second control consists of suitable storage 
facilities which are very important, especially 
for fresh fruits and vegetables, since we now 
know that their vitamin C content diminishes 
rapidly unless they are kept in refrigerated 
rooms. Losses occur in cereals and other dry 
groceries unless stored in vermin-proof compart- 
ments. 


A third control is the issuance of foods upon 
requisition only. All food supplies should be 
stored outside of the food preparation units. At 
least one person should be held responsible for 
the issuance thereof. 


A fourth and most important control is care- 
ful accounting, the results of which are made 
known through the daily, or at least weekly, food 
cost report. The person who is spending at least 
a fourth of the hospital’s income should have this 
information at hand for her guidance in further 
purchasing. These reports should not only give 
the total expenses for the day, but the total costs 
to date; also the cost per capita both for the day 
and to date. Monthly and yearly reports from 
the accounting department are also desirable. 


Comparison of costs with other hospitals is 
also helpful but it must be remembered that these 
will vary greatly according to the type of patients, 
the service given, the requests of the resident 
staff, and many other factors. A survey of ap- 
proximately ninety hospitals was made recently 
by the American Dietetic Association in which it 
was found that raw food costs per meal varied 
from 7 cents to 22 cents—a_ wide spread indeed. 


Control within the kitchens and in serving 
rooms is facilitated by the use of standardized 
recipes and the serving of standard portions. 
Regular class instruction for persons who serve 
the food is advised. The serving of standard- 
ized portions may be accomplished by the use 
of standard sized spoons, scoops, baking pans and 
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other equipment, the purchase of certain foods 
according to size such as oranges, grapefruit, 
apples, and by strict supervision of other items. 
Standardized large quantity recipes are available 
and should be used in well organized departments. 
An accurate check on production and yield should 
be made. It might be of interest to state that 
the American Dietetic Association has recently 
collected more than a thousand such recipes from 
its members and these are to be classified and 
published. The use of such recipes should elimi- 
nate over-production. 


One of the most important factors in food con- 
trol is prevention of waste, which if uncontrolled 
may mean a loss of thousands of pounds of food. 
One of the most effective means of prevention of 
food waste is to purchase food of good quality 
for appetite appeal. Food which lands in the 
garbage pail is a poor investment indeed. Proper 
preparation and cooking is of course very im- 
portant. 


After the serving of the meal a careful check 
of waste should be made by the person who serves 
the meal, both as a means of determining unpop- 
ular dishes and of too large portions. A very 
effective method of obtaining this information, 
especially in a large hospital, is to weigh the 
edible or plate waste and to post the results ex- 
pressed in ounces per capita, per day. This in- 
formation should be given wide publicity so that 
the employees on each ward or unit will be able 
to compare their results with others. An occa- 
sional word of recognition from the director’s 
office of good or bad results is very effective. 


It is difficult to say what normal food waste is. 
Few studies have been reported. However, a few 
years ago data was secured from 48 institutions, 
the average ranging from .3 oz. to 13.3 oz. per 
capita per day, 21 having an average of less than 
6 oz. while 27 averaged more than 6 oz. 


Present Trend in Food Service 


Patients—centralized or decentralized service? 
With the introduction of electrically heated food 
trucks or carts which are not only food carriers 
but serving tables as well the trend is a way from 
centralized tray service to that of floor or ward 
service. The serving may be done in a ward 
pantry or the food cart may be taken into the 
ward, the food is there served directly to the 
patient. 


Whether the centralized or decentralized serv- 
ice is used depends entirely upon circumstances, 
that is, size of hospital, size of the organization 
physical plant, etc. The type of plans being used 
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in construction of new hospitals is also a deter- 
mining factor. 


Hospital personnel—table service or cafeteria 
self-service? 


The cafeteria system of food service is gener- 
ally believed to be more desirable for employees 
than that of table service, since a larger number 
may be served in a shorter period of time and 
more choice of food is permitted. Whether or 
not the pay cafeteria is advisable depends upon 
how closely the patient’s food and nourishment 
is controlled on the wards. There is no question 
but that the pay cafeteria offers greater satis- 
faction because of a selective menu and it also 
greatly reduces food waste, since people are more 
careful as to the quantities taken from the coun- 
ter. Cafeteria service is recommended for the 
large hospital, table service for the small hospital. 


Nurses and doctors seem to prefer table serv- 
ice for at least one meal per day. The tendency 
therefore seems to be a combination of cafeteria 
and table service. 


Keeping Food Hot 


For patients—It is quite generally conceded 
that the best method found for keeping food hot 
is the insulated, electrically heated food cart or 
truck, and theremotainers. 


Reducing the time interval from range or 
preparation room to serving station is very im- 
portant. Do not allow food to sit around in food 
carts. There is no food that improves in flavor 
by this treatment. 


For cafeterias—Steam tables are most widely 
used. In connection with this point it is well to 
employ the fractional method (small quantity 
cooking) small number servings to be taken fre- 
quently to the steam table. 


Food is much more attractive when served 
freshly cooked. It is possible to do this even 
though it does involve great care in menu plan- 
ning and may also involve rearrangement of the 
cook’s schedule. 


This makes for fresher, finer flavored food 
with more appetite appeal. 


Who Should Deal with Complaints Regarding 
Food—Administrator, Floor Supervisor 
or Dietitian? 


Experience seems to indicate that it is much 
better to place the responsibility for the serving 
of food in the department where it is prepared. 
It is quite natural that the department heads 
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PRECAUTION 
AGAINST 
EPIDEMIC DIARRHEA 


Authorities recommend, among other things, the use of sterile paper 
substitutes for nursery laundry wherever feasible as a precaution 
against Epidemic Diarrhea. Some hospitals are now using Chux in 
suspected cases to help minimize possible etiological factors. These 
hospitals are also avoiding the necessity of troublesome diaper rou- 
tines, or the emergency purchase of expensive laundry equipment for 


separate handling of these diapers. 


Chux diapers are used once, then discarded. They may be sterilized 
by hospitals in the usual routine. They are complete diapers. Not in- 
serts. Comfortable, absorbent, with water-retardent back that helps 
protect bedding. Two sizes: Small, for babies under 12 pounds; large, 


for babies over 12 pounds. 
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Chux 


DIAPERS 


SOME OTHER HOSPITAL USES FOR CHUX...As an outer dressing for drainage cases... For poul- 
tices...and as a covering over wet dressings...As a protective pad under patient ... As an underpad 
on examination and operating tables and on weighing scales, etc....SEND FOR FREE SAMPLES. 
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whose chief interest and training is food prep- 
aration and food service should see the entire 
process through. The recent survey on the dieti- 
tian and her job made by the American Dietetic 
Association revealed that in forty-five hospitals 
the dietitian was responsible for the food service 
while in twenty-five the nurse was responsible. 
In still others the responsibility for this service 
was divided between the two departments. Close 
cooperation is always necessary between the die- 
tary service and the nursing service. It is nec- 
essary for doctors, nurses and dietitians to have 
close cooperation particularly in dealing with 
the patient on a limited dietary prescription. It 
is a little hard on the dietitian to have the doctor 
order a salt-free, 40 gram protein diet and then 


tell the patient he can have “anything he wants” 
to eat. Obviously he cannot. 


Conclusion 


Complaints can be avoided by careful menu 
planning with emphasis on attractiveness. The 
selective menu plan is highly recommended. Com- 
plaints may be avoided or minimized by attain- 
ing and maintaining high food standards of prep- 
aration and service, also by considering food 
preferences of patients as far as therapeutic treat- 
ment permits, and by having the dietitian contact 
patients regarding their diets with sufficient fre- 
quency to insure mutual interest, understanding 
and cooperation. 


Serve good food and complaints will automat- 
ically be minimized. 





IF — Dear Doctor 
(With nary an apology to Kipling) 


If you can keep case records so all the dainty 


nurses 
Can hold their poise, and praises shower on 
you, 
If you can jot the data promptly and avoid the 
curses 


Which are due the dilatory few, 
If you can daily write and not keep the records 
waiting, 
So procrastination’s effort will not resemble 
lies ; 
It’s loved you’ll be—the gals will quit their hating 
And Hippocratian you will grow in nurse’s eyes. 


If you can dream of final diagnosis all completed 
And daily know they’re checked off on each 
chart; 
If you can say, “An appendix I’ve deleted 
And haven’t failed reporting every part.” 
If you can note the progress of a labor 
In language terse and clear, so all may know, 
Swiftly, like Mercury, or Hermes, his neighbor, 
A golden Caduceus you will earn, I trow. 


If you can fill in info, every item, from beginning 
To the end of each tedious, tiresome chart ; 
If you can do it smiling, you’ll be winning 
A home in every white-dressed maiden’s heart. 
If you can force your mind and hand to action 
(When Spring and Sun and Golf join in allure) 
And write the facts down—you’ll build a faction 
Who'll stick with you forever, I am sure. 


If you can serve and handle many different cases, 
Yet keep their histories up-to-date and crystal 
clear ; 
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If you’ll note consultation findings, or diagnosis 
tracings, 
Even though you hurry and your writing does 
look queer; 
If you can be generous and give that extra minute 
To help the record librarian her proper job to 
run, 
Yours is the bally hospital and every one that’s 
in it. 
You’ll be the Doctor of Our Dreams. We'll love 
you like a Son. 


Sarah A. Ruddy, Long Beach Community 
Hospital, Long Beach, California 





Graduate Assistantships in Pharmacy 
Available 


Western Reserve University, School of Pharm- 
acy, will have two Graduate Assistantships avail- 
able in September, 1939, for male candidates only, 
with majors in Hospital Pharmacy. These posi- 
tions require one-half time for assigned depart- 
mental duties and the remaining time is to be de- 
voted to graduate study. Salaries are $500.00 an- 
nually, for two years, with tuition credit. 


Interested applicants may address the School 
of Pharmacy, Western Reserve University, Cleve- 
land, Ohio. Please include transcript of your rec- 
ord with credentials and application. 


a 


H. |. A. and Hospital Day 


President Floyd L. Marvin represents the Hos- 
pital Industries Association on the National Hos- 
pital Day Committee—evidence again of the 
Association’s support of hospital aims and 
activities. 


HOSPITALS 











1939 BRINGS THE BIGGEST 
WASHER NEWS IN HISTORY 





A WASHER WITHOUT A SHELL! 


Hoffman is now building a sensational new laun- 
dry washer that does the work of two conventional 
washers of the same size, and at the same time 
greatly reduces the loss of tensile strength in the 
linen. Such performance leads to unprecedented 
savings and makes this a development of the utmost 
importance to hospitals, where the cost of linen re- 
placement is a heavy item of expense. Write today 
for detailed information. 


M ) ay eS ee eee ae 
co PORATION 
i Fecth Roe © New York. N. Y. 


COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 





Dietary and Housekeeping Problems 


ETHEL C. PIPES 


probably goes farther into antiquity or the 

beginnings of civilization than any other of 
our visible institutional problems, for it has to 
do with the modes and customs of life. On our 
own continent we have the very definite influence 
of our ancestors brought from their various home 
lands, as Great Britain, France, the Scandinavian 
countries, Germany, Italy, etc. Records tell us 
there was a very strong sense of stewardship in 
those days. There were detailed systems of ac- 
counting, and institutional food service was the 
rule rather than the exception of medieval times 
in the abbeys, the royal households and those of 
noble families, where retainers often numbered in 
the hundreds. Housekeeping and, though not 
given the now familiar nomenclature of dietetics, 
the preparation and serving of food occupied con- 
siderable time. 


DD vrccan and housekeeping management 


Housekeeping 


The term “housekeeping” has been defined as 
“care of the household,” but among some of the 
definitions now obsolete we find housekeeping 
synonymous with housedog, or the protector of 
the household. Another meaning was “ship- 
shape,” but unfortunately Webster made this 
meaning obsolete. One wonders if he should have 
ousted so fine a tribute to domesticity. We think 
of our institutions as one great family, with hun- 
dreds of personalities to bring into a harmonious 
unit, where they be patients or employees. There 
are problems often small, if met by the right ap- 
proach; but if not foreseen, will loom up like a 
mountain wall, difficult to scale, time consuming, 
adding up as dissatisfaction and poor economy. 


Personnel Management 


Of personnel management there are numerous 
definitions. Tead and Metcalf give us the follow- 
ing: “Personnel administration is the planning, 
supervision, direction and co-ordination of those 
activities of an organization which contribute to 
realizing the defined ends of that organization 
with a minimum of human effort and friction, and 
with an animated spirit of cooperation, and with 
proper regard for the well being of all members 
of the organization.” Walters remarks that “Per- 
sonnel administration is the obtaining of an 
efficient human force adapted to the work in hand. 


Presented at the Thirteenth Annual Convention, Association 
of Western Hospitals, Seattle, February 23, 1939. 
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@ Ethel C. Pipes is the Director of Dietetics, 
Vancouver General Hospital, Vancouver, 
British Columbia 





Sound principles are based upon the application of 
scientific methods to human problems; perhaps 
the greatest concern is the day by day mainte- 
nance of the employee in a state of interest, 
efficiency and contentment.” 


During the recent years administrators have 
seen the need for trained women as directors of 
their households as they did some years ago for 
the dietetic departments of the various institu- 
tions. In many instances the positions have been 
combined in large hospitals, with adequate assist- 
ance in both sections of the department; in the 
fifty to one hundred bed hospital a combination 
such as this should more than pay the salary 
necessary, in economies instituted by a trained 
worker who has a practical understanding of 
problems and the application of sound theory in a 
business-like way. 


Important problems in the housekeeping divi- 
sion are: 
The engaging or hiring of efficient 
employees 
Adequate supervision 


Hiring Employees 


The engaging or hiring of employees requires 
consideration as to the type of employees needed 
and factors influencing the selection. 


Nationality—Do we prefer employees of definite 
nationalities? From experience, I find nationali- 
ties do influence selection for particular jobs; but 
national traits may be overcome, at least to a 
degree—if the job suits the personality. 


Locality—Speaking of women employees, maids 
from certain geographic points may be better 
workers than maids from other localities. Coun- 
try bred, be it small town or farm, are often 
more adaptable to maids’ work due to a more 
practical training than those from urban centers. 


Age—Age limits are a controlling factor in the 
quality of work done. Youth is less dependable 
than age, but under supervision may be able to 
achieve more work. 
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Mattresses of U. S. ROYAL 


FOAM SPONGE 


improve patient comfort « save nurses’ energy 
reduce maintenance and replacement costs 


Softer than flesh, Foam Sponge yields to 
every contour of the body—supports weight 
evenly, without bridging. Pressure of band- 
ages, folds, wrinkles, is absorbed into the 
mattress. Patients rest more comfortably. 
The major cause of bed sores is eliminated. 


Cleaner. Foam Sponge is naturally repellent 
to germs and vermin. Because of the po- 
rous texture, mattresses are easily sterilized 
through and through. Unharmed by steam 
at 216° F. Snap-fastener covers slip off for 
laundering. The mattress itself is washable! 


O 


Easier to handle. Half the weight of or- 
dinary mattresses. Perfectly flexible. No 
trick at all to roll and carry under the arm. 
U. S. Royal Foam Sponge smooths itself 
—always springs back to its normal shape; 
turning the mattress is no longer necessary. 


Money Saving. Molded in one piece—with- 
out springs to sag or padding to pack down 
—U. S. Royal Foam Sponge mattresses hold 
their shape and save “rebuilding” expense 
year after year. Their longer life reduces 
mattress replacement costs to a fraction. 


WRITE FOR ALL THE FACTS ABOUT 


FOAM SPONGE HOSPITAL MATTRESSES 


United States Rubber Company 


MISHAWAKA, INDIANA 
RUBBER WILL SERVE YOU BETTER 


May, 1939 


Self- Airing. Foam Sponge mattresses are 
porous throughout. Every movement makes 
them breathe fresh, clean air and ventilate 
themselves. Note the round holes. They go 
through the porous material — increasing 
air circulation and cutting down weight. 


What i4 U.S. ROYAL 
FOAM SPONGE? 


Pure milk of the rubber tree (from 
our plantations in Sumatra), whip- 
ped into a foam, then baked in 
special molds to give it permanent 
shape. Odorless, it is ventilated 
by millions of connecting air-cells 
which produce buoyant support. 
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Married or Single—Married applicants are 
more acceptable for various types of work than 
unmarried applicants. 


Experience—Maids with experience are pre- 
ferred by some housekeepers; while others select 
their maids from likely recruits and train them, 
which is often most satisfactory if time and 
supervision can be given. 


All these points are worthy of consideration, 
but each housekeeper employing maids must give 
each the attention it warrants in relation to the 
other, keeping in mind that one pet qualification 
should not overshadow your selection. 


Our standards for maids at the Vancouver Gen- 
eral Hospital, in general, are: 
Height 5’4” or over 
Weight 10 lbs. above or below normal for age (ideal 
weight at 30 years) 
Age 18-35 years for waitresses 
25-35 years for ward maids—some exceptions 
Education—at least public school, preferably 2 years 
high school 
Satisfactory appearance, skin, coloring, hair, etc. 


Interspersed 


Even with a carefully balanced outline of speci- 
fications you should be conscious that there are 
exceptions, and your failure to realize this may 
cost you many a good employee. 


The applicant must have the ability to do satis- 
factory work: she must work harmoniously with 
the rest of the staff—or she is a liability through 
her disagreeable and uncooperative disposition. 


Seldom, if ever, accept an employee on first 
application. Interview, then have her return for 
a second interview that afternoon or at a later 
date. All applications for permanent positions 
should be made in writing. Clear tray cards are 
essential, therefore writing and reading ability 
are both important factors in the service of food 
and in the handling of the personnel laundry, etc. 


All applicants should provide a health certifi- 
cate or consent to a complete physical examina- 
tion immediately after acceptance. 


Supervising Employees 

Supervision has come in for a large share of 
discussion recently. Is the meaning of the word 
supervision clarified in all our minds? The super- 
visor is no longer the stern, severe type of indi- 
vidul who ruled by fear and destructive criticism. 
She has become a true teacher, tactful, an expert 
in her own line, an inspiring personality and a 
psychologist. 


Of first importance in supervision is instruc- 
tion. Employees should be familiarized with their 
new duties by detailed information. In doing this 
the value of the Manual is incalculable. Oral ex- 
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planations are often interrupted and are rendered 
valueless due to misunderstanding. Retentive 
limitations of the mind is as common among hos- 
pital employees as in other groups. The employee 
who is trained not to depend on her mem- 
ory entirely, but to leave written reports of all 
messages and unaccomplished duties, is not so 
likely to involve her department in serious en- 
tanglements. Explicit information provided in 
the Manual and by pictorial schedules emphasized 
by oral explanations overcome many deficiencies 
in service, and the establishment of standards of 
work all tend to lessen the task of supervision. 
Good management determines most economical 
methods, tools, and time required for a job. Good 
instruction teaches workers to avoid lost motion 
and repeats. 


Supervision means that the head of the depart- 
ment knows the procedures of every job, and the 
responsibility that goes with it. Keep in mind 
that supervision requires a tactful psychological 
approach, praise for work well done, correction 
justly made, the reasons for correction explicitly 
given—at the proper time and in the proper set- 
ting. Correction, praise, and teaching given in 
a well modulated voice, inspires workers to give 
better service, and have an enthusiasm for the 
work at hand. It is not an impossible goal we are 
seeking; it is one within the reach of those who 
make the effort. 


The other side of this dual position calls for 
sound professional training and experience, per- 
sonality and administrative ability. Again I re- 
peat, a practical understanding of work and the 
application of sound theory in a business-like 
way. 


Standards 


Two main problems of our dietetic world are 
attaining and adhering to standards in: 


Food buying, production and service 
Equipment buying, use and care 


To set up and maintain good food standards in 
an institution requires courage of decision, a good 
food sense, accuracy, a good memory on a pad 
and in the brain, ability to maintain interest, im- 
agination, open-mindedness, patience, and above 
all, clear concise records of quality, quantities, and 
production cost. We must satisfy our budget as 
well as the palates of our clientele. 


These requisites are as necessary in procuring 
and establishing good standards in equipment as 
they are for the production of good food. 


There are many problems of equal importance 
in both phases of this subject, but few more ap- 
parent to the person who is filling the dual posi- 
tion. 
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For instance... 
when you want 


HEATING PADS 
specify: 


Seamless ELECTR 


Electro Sheet, made only by Seamle 
possessed by no other heating pad 
cost... 6 heat gradations . . . can be 
dry ...can be immersed in water or 
tion ...can be applied to any part 
wrapped around flasks to sustain te 
can be regulated in the dark . . 
Underwriters Laboratories. Yet Ele 
only $6.00. Order from your hospita 
Send for catalog showing other rubbe 
ranging from Accessories to Zinc 
Seamless Rubber Co., New Haven, 


SHEET 


, has features 
regardless of 
pplied wet or 
rmicidal solu- 
the body and 
eratures ... 
approved by 
o Sheet costs 
supply dealer. 
hospital items 
xide Plaster. 











Among the Associations 


Coming Meetings 

Michigan Hospital Association (with Tri-State), Stevens 
Hotel, Chicago, May 3-5 

Tri-State Hospital Assembly (Illinois, Indiana, and 
Wisconsin), Stevens Hotel, Chicago, May 3-5 

Ontario Hospital Association, Toronto, May 3-5 

Mississippi Hospital Association, Gulfport, May 8 

Hospital Association of the State of New York, New 
York City, May 17-19 

Kentucky Hospital Association, Louisville, May 23-24 

Minnesota Hospital Association, St. Paul, May 25-27 

Catholic Hospital Association, Milwaukee, Wisconsin, 
June 12-16 

New Jersey Hospital Association, Atlantic City, June 
8-10 

Hospital Association of Nova Scotia and Prince Edward 
Island, Amherst, N. S., June 15-16 

New Brunswick Hospital Association, Sacksville, June 
15-16 

American Association of Medical Social Workers, Buf- 
falo, New York, June 18-24 

Manitoba Hospital Association, Winnipeg, June 22 

National Hospital Association, New York City, August 
13-15 

International Hospital Association, Toronto, September 
19-23 

Canadian Hospital Council, Toronto, September 21-22 

American Protestant Hospital Association, Toronto, 
September 22-24 

Amercan College of Hosptal Administrators, Toronto, 
September 24-25 

American Hospital Association, Toronto, September 
25-29 

American Occupational Therapy Association, Toronto, 
September 25 

National Association of Nurse Anesthetists, Toronto, 
September 26-29 

Saskatchewan Hospital Association, Saskatoon, October 


Nebraska Hospital Assembly 


The meeting of the Nebraska Hospital Assem- 
bly was held at the Hotel Blackstone, Omaha, 
Nebraska, March 23. For the first time the fol- 
lowing allied organizations held their meetings on 
the same date, joining the Hospital Assembly for 
afternoon and evening programs: 


Nebraska State Dietetic Association 

Association of Hospital Record Librarians 

Association of Hospital Pharmacists 

Nebraska State Association of Nurse Anes- 
thetists 


The attendance showed a good representation 
from different sections of the state and different 
types of hospitals. 


Matters of particular interest discussed during 
the Assembly were workmen’s compensation rates, 
surplus commodity distribution, National Hospital 
Day Program, hospital care insurance, legislative 
activities, including promotion of a bill for the 
care of automobile accident victims. 


At the evening session F. J. Walter, St. Luke’s 
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Hospital, Denver, gave an inspiring address on 
“Hospitals as Affected by Social Changes.” 


At the annual business session of the Hospital 
Assembly the following officers were elected: 


Mrs. Gladys Smits, Lincoln General Hospital, 
Lincoln, President 

Dr. C. A. Lutgen, Auburn Hospital, Auburn, 
President-Elect 

Dr. Francis J. Bean, University Hospital, Oma- 
ha, Secretary 


Trustees: 
For four years—Francis J. Bath, St. Joseph’s 
Hospital, Omaha 


For three years—Ursula Penner, Mennonite 
Deaconess Hospital, Beatrice 


For two years—Sister Mary M. Consolata, St. 
Mary’s Hospital, Columbus 


For one year—Dr. R. J. Hustead, Falls City 


Meeting place for next year was not determined 
but will probably be Lincoln. 


Tennessee Hospital Association 


The Tennessee Hospital Association met in an- 
nual convention at Jackson, Tennessee, on April 
10. The attendance was larger than at any pre- 
vious convention, hospital superintendents from 
the extreme eastern tip of Tennessee to the Mis- 
sissippi borders being present. The work which 
the president of the association, V. R. Bottom- 
ley, and his associates have done during the past 
year has increased the membership as well as the 
interest in this progressive state hospital associa- 
tion. 


Those appearing on the program were: Dr. Hor- 
ton Casparis, Department of Pediatrics, Vander- 
bilt University Hospital, Nashville; C. P. Connell, 
administrator, Vanderbilt University Hospital, 
Nashville; Graham L. Davis of the Duke Endow- 
ment, Charlotte, N. C.; R. G. Ramsey, Gartly- 
Ramsey Hospital, Memphis; Miss H. Frances Cun- 
ningham, president, Tennessee League of Nursing 
Education, Memphis. 


Topics discussed were: “Tuberculosis from the 
Hospital Standpoint,” by Dr. Casparis; “Group 
Hospitalization in Rural Tennessee,” by Graham 
L. Davis; “Trends in Nursing Service,” Miss Cun- 
ningham; “Nursing Service in Tennessee,” Miss 
Nina E. Wootton. 


Dr. Bert Caldwell, executive secretary of the 
American Hospital Association, was the guest 
speaker at the dinner. 


The following officers were elected: President- 
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You assure both when 
you specify Monel for sterilizers 


WHICH is more important in sterilizers: Absolute ster- 
ility ... or economical long life? Obviously, you want 
both. And when you specify Monel you get both. Here’s 
why: 

Monel sterilizers cannot rust. Neither are they cor- 
roded by saline solutions. Monel is also impervious to 
the action of steam...and has no coating to chip or 















peel and has plenty of strength to stand hard usage. 
So one thing you are sure of in a Monel sterilizer is 


a clean, sanitary interior. 

Equally certain is the fact that a Monel sterilizer is 
good for years of economical service. For Monel is 
strong and tough...at welds, as well as in the parent 
metal. Furthermore, it is nearly twice as stiff as brass 
or copper, and so withstands abuse. 


May, 1939 





Monel sterilizers installed by the American Sterilizer Co. of 
Erie, Pa. in the Out Patient and Laboratory Building, 
Medical College of Virginia, Richmond, Va. 


The superiority of Monel sterilizers is 
widely recognized in hospitals, and also in 
government institutions. That is why you find 
them in hundreds of hospitals both here and 
abroad. Also in many Government Hospitals. 

The properties that make Monel an excel- 
lent metal for sterilizers, have also led to its 
widespread use for other hospital equipment. 
So in ordering stainless equipment for wards, 
clinics, operating rooms, kitchens, etc., specify Monel. 
Write for further information on this rust proof, long- 
lived metal. Address: 


THE INTERNATIONAL NICKEL COMPANY, INC. 
67 Wall Street New York, N. Y. 


“Monel” is a registered trade-mark of The 
International Nickel Company, Inc., which NC 

is applied toa nickel alloy containing approxi- 

mately two-thirds nickel and one-third copper. MONeL, 


127 












Elect, Dr. J. E. Carson, Fort Craig Hospital, Mary- 
ville; Vice-President, Elizabeth Sloo, R. N., Prot- 
estant Hospital, Nashville. New Trustees: Dr. 
Henry Hedden, Methodist Hospital, Memphis; H. 
L. Maloney, Fort Sanders Hospital, Knoxville; Dr. 
E. A. Sutherland, Madison Rural Sanitarium and 
Hospital, Madison College. 





Twenty-Fifth Annual Convention of the 
Ohio Hospital Association 
Columbus, Ohio, April 11, 12 and 13, 1939 

Perhaps the most important event happening 
during the Convention of the Ohio Hospital As- 
sociation was the signing of Senate Bill 181 by 
Governor John W. Bricker. This Bill provides 
for statewide operation of hospital service units 
and their supervision under the Department of 
Insurance. The Hospital Service Law under 
which our Plans have been operating in Ohio was 
an Enactment of the Legislature in the year 1904. 
The law allowed for operation of hospital service 
plans within county lines. Many problems have 
arisen in Ohio as a result of this outmoded law. 
Although claims have been paid for hospitaliza- 
tion beyond county and state lines, it was not 
possible to make any such promise to the sub- 
scriber. The lack of supervision created many 
problems with the State Superintendent of Insur- 
ance because of the attempted operation of a 
number of corporations under this same Act. Hos- 
pital service directors are considerably relieved 
over the final completion of this Legislation. 


Dr. Robin C. Buerki, President of the Commis- 
sion on Graduate Medical Education, Chicago, ad- 
dressed the Convention on the subject of ““Educa- 
tion of Hospital Employees.” Dr. Buerki stated 
that the hospital of the future must be an educa- 
tional institution. He also stated “The day is 
past when a hospital can hire nurses, dietitians 
and other technicians on the strength of a diploma 
they earned five, ten, or twenty-five years ago. 
The medical world moves too fast to accept the 
knowledge of those past years as absolute evi- 
dence of competency to care for patients.” 


R. P. Buchman of the Ohio Bell Telephone Com- 
pany, Cleveland, gave an instructive talk on 
“Personnel Work in Industry.” Our Ohio mem- 
bers are extremely interested in this subject and 
several hospitals have or are about to have Per- 
sonnel Departments. 


Rt. Rev. Msgr. M. F. Griffin, Treasurer of The 
Ohio Hospital Association, addressed a luncheon 
meeting of our membership on the subject, “Care 
of our People.” At this meeting Msgr. Griffin 
reviewed the developments of proposed legisla- 
tion and legislation in Washington during the past 
year. 
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Dr. C. Rufus Rorem, Director of the Commis- 
sion of Hospital Service of the American Hospital 
Association, spoke on the subject of “Recent De- 
velopments in Hospital Care Insurance.” These 
recent developments include a report of the turn 
in the trend of interest towards actuarial and sta- 
tistical studies. 


The various Associated Organizations meeting 
with the Ohio Hospital Association were: 


Ohio Dietetic Association 

Ohio Association of Record Librarians 
Ohio Association of Nurse Anesthetists 
Hospital Obstetric Society of Ohio 
Ohio Society of Medical Technologists 


Under the leadership of Worth L. Howard, 
Chairman of Pharmacy Section of American Hos- 
pital Association, a new state-wide organization 
for hospital pharmacists was developed. This 
organization will be in full operation during the 
next few months. 


Dr. Frank G. Fowler, superintendent of White 
Cross Hospital, Columbus, was made President- 
elect of the Association; Ada Leonard, superin- 
tendent of Middletown Hospital, Middletown, First 
Vice-President; and Sister Ferdinand, superin- 
tendent, St. Francis Hospital, Columbus, was 
elected Second Vice-President at the closing Ses- 
sion of the Convention. 


Dr. H. L. Rockwood, Director, Mt. Sinai Hos- 
pital, Cleveland, was installed as President of the 
Association for the ensuing year. 


——— 


The Southeastern Hospital Conference 


The Southeastern Hospital Conference, com- 
posed of the hospital associations of Florida, 
Georgia, Alabama, Mississippi and Louisiana, held 
its fifth annual meeting in Jacksonville, Florida, 
April 13, 14 and 15. 


The Southeastern Hospital Conference was or- 
ganized on November 29, 1935, at a joint meeting 
of the Florida and Georgia hospital associations. 
At the meeting in Atlanta, the year following, 
Alabama, Mississippi, and Louisiana became units 
of the Conference. 


The official family consists of the President of 
the Conference, Fred M. Walker of Jacksonville, 
Robert S. Hudgens of Atlanta, Secretary, and the 
Presidents of the state associations: Drs. A. J. 
Hockett of Louisiana, L. C. Fischer of Georgia, 
H. L. Rush of Mississippi, A. C. Jackson of Ala- 
bama, and Miss Gertrude Overstreet of Florida. 

Among the participants on the program were: 
Dr. Leon 8. Lippincott of Vicksburg, Mississippi, 
on “The Small Hospital’s Principal Problems,” 
Dr. A. J. Hockett on “Licensing of Hospitals,” 
John R. Mannix on “Flat Rates,” Dr. L. E. Jarrett 
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on “Essential Points in Hospital Construction and 
Maintenance,” Sister Justina, of St. Margaret’s 
Hospital, Montgomery, Alabama, on “A Practical 
Attitude Toward Salesmen,” Helen Lamb of 
Barnes Hospital, St. Louis, on “The Nurse Anes- 
thetist’s Training and Work,” James A. Hamilton 
of New Haven Hospital, New Haven, on “Sub- 
sidiary Service by Aides and Attendants,” Ella M. 
Eck of Billings Hospital, Chicago, on “Adminis- 
tration of the Dietary Department.” 


The round tables were led by Dr. R. H. Oppen- 
heimer of Emory University Medical School, At- 
lanta, John R. Mannix of Detroit, Bryce L. Twitty 
of Dallas, O. K. Fike of Richmond, John B. Frank- 
lin of Thomasville, Dr. Robin C. Buerki of Chi- 
cago, James A. Hamilton of New Haven and 
Graham L. Davis of Charlotte, North Carolina. 


The Annual Banquet was held on Friday 
evening. The Banquet Address was delivered by 
Dr. G. Harvey Agnew, President of the American 
Hospital Association, on “The Future of the 
American Hospitals.” 





Alabama Hospital Association Convention 


The Alabama Hospital Association at its annual 
convention with the Southeastern Hospital Asso- 
ciation elected the following officers for the com- 
ing year: 


President—C. L. Sibley, Superintendent, Bap- 
tist Hospital, Birmingham 

First Vice President—Sister Justina, Adminis- 
trator, St. Margaret’s Hospital, Montgomery 

Second Vice President—W. F. Harper, M.D., 
Selma Baptist Hospital, Selma 

Secretary and Treasurer—G. E. Mowry, Busi- 
ness Manager, Norwood Clinic, Birmingham 

Trustees—A. C. Jackson, M.D., Walker County 
Hospital, Jasper, and French Craddock, M.D., 
Sylacauga Infirmary, Sylacauga. 


ciples: 
Midwest Hospital Association Conference 


The Midwest Hospital Association, comprised 
of the hospitals and their personnel of the states 
of Arkansas, Oklahoma, Colorado, Kansas, and 
Missouri, met in its thirteenth annual conference 
at Hot Springs, Arkansas, on April 20 and 21. 
Dr. E. T. Olsen of the State University Hospitals, 
Oklahoma City, presided. This was one of the 
best attended of the Midwest Hospital Confer- 
ences with upward to three hundred registrants 
from the various states in the midwest area. 


Among the interesting discussions presented at 
the conference were “Hospitalization of Indigent 
Sick in Arkansas” by John R. Thompson, Director 
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of State Welfare Commission, Little Rock; “The 
Standardization of Patients Charges” by Mrs. 
Elizabeth Woolson, R.N., Superintendent of Axtell 
Christian Hospital, Newton, Kansas; “Holding on 
to Our Vision” by E. E. King, Superintendent, 
Missouri Baptist Hospital, St. Louis. . 


Recent Federal legislation affecting hospitals 
was discussed by Dr. Bert W. Caldwell, Executive 
Secretary of the American Hospital Association. 


The luncheon speakers of Thursday, April 20, 
were the Hon. Dailey, Governor of Arkansas, and 
Alden B. Mills, Managing Editor of Modern Hos- 
pital, who spoke on “Personal Contacts in Public 
Relations.” 


A round table on Group Hospitalization was 
conducted by C. Rufus Rorem, Ph.D., of Chicago, 
and Arden E. Hardgrove, Superintendent of 
Norton Memorial Hospital, Louisville, Kentucky, 
conducted a round table on Hospital Administra- 
tion. 


The annual banquet was held on Thursday eve- 
ning with Dr. E. T. Olsen presiding. The banquet 
address was delivered by the Honorable H. T. 
Harrison of Little Rock, Arkansas. 





Carolina-Virginia Hospital Conference 


The ninth annual meeting of the Carolinas- 
Virginias Hospital Conference was held in 
Roanoke, Virginia, April 20, 21 and 22. This con- 
ference is composed of the North and South Caro- 
lina Hospital Associations and the Virginia Hos- 
pital Association. 


Meeting with the conference as guests were the 
West Virginia Hospital Association, the Baltimore 
Hospital Council, and the Washington, D. C. Hos- 
pital Council. 


The officers of the Conference were: O. K. Fike, 
Grace Hospital, Richmond, Virginia, President; 
M. Haskins Coleman, Jr., Richmond Hospital Ser- 
vice Association, Richmond, Virginia, Secretary 
and Treasurer. Associated with them in the con- 
duct of the Conference were: Charles H. Dabbs, 
President of the South Carolina Hospital Associa- 
tion, and H. L. Johnson, M.D., President of the 
North Carolina Hospital Association. 


Among the subjects discussed were “Coopera- 
tive Purchasing’; “Cooperation Between the 
A.M.A. and Hospitals’; “Benefits of Hospital As- 
sociation Membership”; “Compensation of Hospi- 
tals for Industrial Insurance Cases”; “The Value 
of Standardization”; “Nursing Problems from the 
Viewpoint of a Hospital Administrator”; ‘“Nurs- 
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ing Problems from the Viewpoint of a Superin- 
tendent of Nurses’; “The Need for Hospital Ad- 
ministration Education.” , 


Among those participating in the program were 
Fred M. Walker, Jacksonville, Florida; James A. 
Hamilton, New Haven, Connecticut; J. Stanley 
Turk, Wheeling, West Virginia; Gerhard Hart- 
man, Secretary of the College of Hospital Ad- 
ministrators, Chicago; O. M. Anderson, M.D., 
American Medical Association, Chicago; R. C. 
Buerki, M.D., Chicago; Malcolm T. MacEachern, 
M.D., Chicago, and G. Harvey Agnew, M.D., 
Toronto, President of the American Hospital 
Association. 


The annual dinner was held on Thursday eve- 
ning in honor of Dr. Agnew. Dr. Lewis E. Jar- 
rett presided as toastmaster. The address of the 
evening was delivered by Dr. Agnew. 


The following officers were elected for the 
coming year: 


Carolinas-Virginias Hospital Conference 
President—Vance P. Peery, Kinston, North 
Carolina 
Secretary—Sample 
North Carolina 


North Carolina 
President—Vance P. Peery, Kinston 
Vice President—Fred H. Hubbard, M.D., 
North Wilkesboro 
Secretary-Treasurer—Sample B. Forbus, 
Durham 


South Carolina 
President—Charles H. Dabbs, Sumter 
President-Elect—W. A. Cooper, Orangeburg 
First Vice President—James L. Rogers, 
Spartanburg 
Secretary-Treasurer—H. H. McGill, Columbia 


B. Forbus, Durham, 


Virginia 
President—W. N. Walters, Roanoke 
Vice President—Arthur H. Perkins, M.D., 
Norfolk 
Secretary—M. Haskins Coleman, Jr., Rich- 
mond 
Treasurer—W. L. Beale, Richmond 


West Virginia 
President—T. Harvey McMillan, Charleston 
President-Elect—T. L. Harris, M.D., Parkers- 


burg 

Vice President—Sister M. Carola, Hunting- 
ton 

Secretary-Treasurer—C. F. Runyan, Charles- 
ton ; 


The executive committee, which has complete 
charge of the conference activities, consists of the 
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President, the Secretary, and the State member 
of the House of Delegates— 


Virginia—Dr. Lewis E. Jarrett 
West Virginia—J. Stanley Turk 
North Carolina—Newton Fisher 
South Carolina—F. O. Bates © 


West Virginia was admitted to the conference 
as a full participating state, with the first meeting 
to be held in West Virginia in 1943. 


The name of the conference has been changed 
to the Carolinas-Virginias Hospital Conference. 


The 1940 meeting of the conference will be held 
in Winston-Salem, North Carolina, on April 5, 
6, and 7. ; 


Report of Registration 
Hospital Delegates 


WE oss wens Ws a re eesea 182 
ene ee 163 
I I ica: 6 5c in: an ares ae ee ae 37 
eer eee 24 
NE ii aint We eRe 1 
Guest Speakers and Wives......... 34 
Total Hospital People Registered. 441 
Virginia Dietetics Association..... 50 
North Carolina Record Librarians 
ED 5h sh Owe See res es 20 
eae a ee 106 
Total Magtratios ...... cco cee sks 617 


The highlight of the entire convention was the 
Friday afternoon session which consisted of a 
panel discussion on Hospital Service Plans which 
was preceded by a four-hour session, following 
breakfast, of the Hospital Service Plan Executives 
of the four states. At four-thirty the Roanoke 
Academy of Medicine in a special call meeting con- 
ferred with these executives on procedures to be 
followed in setting up a plan for Roanoke. 


At five-thirty following the session, the ex- 
ecutives of the Virginia Hospital Service Plans 
had an organization meeting for the purpose of 
organizing an association of the Virginia Plans, 
and the allocation of the entire state of Virginia 
between the plans. 





Texas Hospital Association Convention 


The Texas Hospital Association held its tenth 
annual convention at Fort Worth on April 21 and 
22, with a registration of over three hundred. 
Meeting with the Texas Hospital Association were 
the Texas Association of Nurse Anesthetists, the 
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Washing heavy winter blankets before putting them away 
5 


for summ 
er can be an expensi i 
sive, laborious 
rewarded task. —— 


But it doesn’t have to hel 


As many modern hospital superintendents know, the 
use of Wyandotte Yellow Hoop in the hospital aes 
reduces the cost of blanket replacements—saves on s : 
and does a quality job. _ 


And here’s why! 


Wyandotte Yellow Hoop readily combines with soa 
so that both together do an excellent job of wwnilibas 
blankets. Yellow Hoop built soap works perfectly al 
makes a strong, lasting suds. This insures a considerable 
Saving in soap and a lowering of washroom costs. 


And because Wyandotte Yellow Hoop is properly 
balanced chemically, it does not weaken or attack fabrics 
—this means that blankets and other woolens last lon 

and look better after washing. wi 


B ; ; . . 
efore you start your Spring blanket washing, it will 

pay you to get in touch with your nearest Wyandotte 

Service Representative. ; 
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ISTORY ear-marked 
; our birthday year 
unforgetably. 1914, midsummer. 
Twenty-five years . . . unequalled by 
any other twenty-five years in human 
experience. Millions of men have died 
since 1914 — mostly to no good pur- 
pose. Nations have been torn to bits 
. .. patched together again — to no 
good purpose. Not a pretty period to 
look back on, in some ways. In other 
ways — remarkably good! 


We've fought a winning battle against 
disease. Tuberculosis is on the run. 
Cancer is beginning to be understood. 
Venereal diseases are being dragged 
out into the light of day where they 
can be looked at for what they are— 
and treated accordingly. Fewer moth- 
ers die in childbirth—and al] mothers 
suffer less. More babies live and stay 
healthy. Underprivileged children have 
a better chance for health and happi- 
ness—thanks to free clinics and an 
enlightened public. 

Today it's harder to get sick than it was twenty- 
five years ago—and easier to get well. Hospitals 
are being used more for diagnosis and obser- 
vation as well as for the care of the sick and 
injured. They are playing a bigger part in cor- 
rective and preventive medicine. They are the 
community workshops of the medical profession 
—where the latest technical equipment and fa- 
cilities, and the most competent trained help can 
be used to the best advantage of all. In the serv- 
ice of the sick, more progress has been made 
during the past twenty-five years than in any 
twenty-five centuries before that! 

Will Ross is proud to have had an active part in 
helping to furnish reliable hospital supplies 
wherever and whenever needed during those 
25 crowded years. 


WILL ROSS, INCORPORATED 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 


MILWAUKEE, WISCONSIN 
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Record Librarians of Texas, and the Texas Occu- 
pational Therapy Association. 


Josie M. Roberts, the president of the as- 
sociation, and her associates arranged an in- 
teresting program. One of the _ highlights 
was a morning session dedicated to “Informa- 
tion Please,” a panel discussion over which 
Mrs. Margaret Hales Rose, R.N., Wichita Gen- 
eral Hospital, Wichita Falls, presided. The 
panel participants were: “Hospital Superintend- 
ent’”—Lawrence Payne, Hillcrest Hospital, Waco; 
“Superintendent of Nursing”—Sister Antonio, 
R.N., St. Paul’s Hospital, Dallas; “Record Libra- 
rian’—Velvia Clem, Baylor Hospital, Dallas; 
“Clinical Pathologist”—T. C. Terrell, M.D., Ter- 
rell’s Laboratories, Fort Worth; “Dietitian’”—Mrs. 
Elizabeth Atkerson, Parkland Hospital, Dallas. 
Two very interesting discussions were presented 
on “Qualifications of a Hospital Administrator 
Ten Years From Now” by George S. Buis, Assist- 
ant Superintendent, John Sealy Hospital, Galves- 
ton, and “Blood Bank” by Donald G. Henderson, 
M.D., Jefferson Davis Hospital, Houston. 


Miss Billie Haag, R.R.L., Memorial Hospital, 
Houston, presented a very informative discussion 
on “Preserving Hospital Records by Photog- 
raphy,” and Dora Mathis, R.N., of John Sealy 
Hospital, Galveston, on “Adjustment of Hospital 
Administrators’ Bifocals on School of Nursing 
Problems.” 


Round table discussions were led by Robert 
Jolly of Memorial Hospital, Houston, and Ida 
Schorlemmer, R.N., Shannon Memorial Hospital, 
San Angelo. 


The annual banquet was held on Friday evening. 
The speakers were John Mannix, Executive Direc- 
tor, Michigan Society for Group Hospitalization, 
Detroit, and Dr. Bert W. Caldwell, Executive Sec- 
retary of the American Hospital Association, 
Chicago. 


Dr. J. H. Groseclose will be the President for 
the coming year. 


a 


Hospital Association of Pennsylvania 
Convention 


The annual convention of the Hospital Associa- 
tion of Pennsylvania was held in Philadelphia on 
April 26, 27 and 28 under the direction of the 
President, John N. Hatfield of the Pennsylvania 
Hospital, Philadelphia. The conventions of the 
Pennsylvania Hospital Association are always 
well attended and excellent programs are pre- 
sented. 
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Among the subjects discussed were “The Place 
of the Physiotherapy Department in the Hos- 
pital” by S. Paul Campbell, President of the Penn- 
sylvania Physiotherapy Association; ‘Hospital 
Accounting” by W. W. Butts, Manager of St. 
Luke’s Hospital, Bethlehem; “Hospital Adminis- 
tration from the Non-Medical Point of View” by 
Ray B. Hall, Manager, Lancaster General Hos- 
pital, Lancaster; “The Place of the Voluntary 
Hospital in the Campaign Against Syphilis” by 
Dr. E. A. Vonderlehr, Assistant Surgeon General, 
U. S. Public Health Service. 


At the Nursing Section on Wednesday after- 
noon, Sister M. Avellino of Mercy Hospital, 
Wilkes Barre, presided. Subjects discussed were 
“Kight-Hour Nursing” by Mary A. Rothrock, 
R.N., President, Pennsylvania State Nurses’ Asso- 
ciation; “How Can Hospitals Continue to Finance 
Nursing Service and Nursing Education” by 
Mary B. Miller, Superintendent, Presbyterian 
Hospital, Pittsburgh; “Nursing Education at 
Temple University” by Beatrice Ritter, Dean, 
Temple University School of Nursing; “Higher 
Nursing Education” by Katherine Tucker, Direc- 
tor, Department of Nursing Education, Univer- 
sity of Pennsylvania; “Student versus Graduate 
Nursing” by Dr. John C. Davis, Superintendent, 
Meadville City Hospital. 


A round table on nursing was conducted by 
Jessie J. Turnbull, Administrator, Elizabeth Steele 
Magee Hospital, Pittsburgh. 


Other discussions presented were ‘Public Rela- 
tions and Publicity Report” by M. H. Eichenlaub, 
Superintendent, West Penn Hospital, Pittsburgh; 
“Policies and Administrative Practice” by Melvin 
L. Sutley, Superintendent, Delaware County Hos- 
pital, Drexel Hill; “Fundamental Principles and 
Trends in Hospital Administration” by Dr. Mal- 
colm T. MacEachern, President, International 
Hospital Association; “The Federal Health Pro- 
gram” by Dr. Joseph W. Mountin, U. S. Public 
Health Service. 


At the Mechanical Section on Friday morning 
“Engineering Problems” were discussed by Ralph 
W. Pressey, Chief Engineer, Pennsylvania Hos- 
pital; “Anthracite Coal as a Hospital Fuel” by 
Allen Johnson, Director, Anthracite Industries 
Laboratory; “The Place of Oil and Powdered 
Fuel” by R. Stewart Miller, Engineer, MacKenzie 
Engineering Company, Philadelphia; ‘Construc- 
tion and Reconstruction Economics” by Raymond 
T. Hosford, Superintendent, Bradford Hospital, 
Bradford; “Humidity Control in Nurseries and 
Operating Rooms” by Olin T. Evans, Superintend- 
ent, Homeopathic Hospital, Reading. 
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AMAZING NEW MATERIAL 
BRINGS OUT 


DISHES 
SPARKLING, CLEAN! 


OU notice the difference immediately! 
, eae of special properties which 
soften water without precipitating the salts 
that tend to form scale deposits, this revo- 
lutionary new dishwashing material, 


OAKITE COMPOSITION No. 63 


produces dishes that sparkle with cleanliness. 
You can't find a trace of hardwater spots 
or dingy, slippery film. Since every bit of 
food deposit is removed speedily and com- 
pletely, this new, low-cost Oakite method 
answers the problem of hospitals that want 
to be certain of maintaining the highest 
sanitary standards in both main and diet 
kitchen dishwashing. 


Write today for the complete story of 
efficient Oakite Composition 
No. 63, specially designed to 
give you the effective and 
economical results you are 
looking for. There is no 
obligation. 





Manufactured only by 


OAKITE PRODUCTS, INC. 
27 Thames St.. NEW YORK, N. Y. 


Representatives in all principal Cities of the U. S. 


MATERIALS & METHODS FOR EVERY CLEANING 
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When the time comes to consider new operating lights 
you'll want one that’s as bright, cool and efficient as the 
best. But in addition, you'll want a positive guarantee 


that the lamp you buy could never cause explosion of * 


anesthetic gases. You'll want that assurance from an 
impartial authority. ‘ 

Each Ries-Lewis Model BE Explosion-Proof Light bears 
the seal of the Underwriters’ Laboratories, Inc., testifying 
to the explosion-proof quality of the light. Demand this 
protection . . . it costs so little. 

In addition, your Ries-Lewis Model BE will deliver a 
brilliant, clear, cool, shadowless spot that is unsurpassed. 


LISTED UNDER RE- 
EXAMINATION 
SERVICE OF UNDER- 
WRITERS' LABORA- 
TORIES, INC. 
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News of Interest to the Hospital Field 


Roy Durr has been appointed superintendent of 
Darke County Infirmary, Greenville, Ohio. 

ntastiiliaadiitess 

Sister M. Eucharia is the new superior at St. 
Michael’s Hospital, Stevens Point, Wisconsin, to 
succeed Sister M. Melania, who has been appointed 
Mother General of the Sisters of the Sorrowful 
Mother with headquarters at Vatican City. Sister 
Eucharia was Superior of St. Mary’s Hospital in 
Oshkosh, Wisconsin, from 1926 to 1931, and of the 
Sacred Heart Hospital at Tomahawk, Wisconsin, 
from 1931 to 1937. 

atonttaliaiaia 

Robert C. Gordon, formerly business manager 
of Chambersburg Hospital, Chambersburg, Penn- 
sylvania, has been appointed general superinten- 
dent of the institution. 

——_»_—_. 

Sister Mary Grace, who for the last ten years 
has served as laboratory technician at St. Mary’s 
Hospital, Grand Rapids, Michigan, is to succeed 
Sister Mary Gonzalva as superintendent. Sister 
Gonzalva will take a brief rest before being given 
a new assignment. The change of adminis- 
trator is in line with the policies of the Sisters 
of Mercy, which require that such assignments be 
changed every six years. 

esl ads 

Mrs. Gertrude T. Haynes, who has been super- 
intendent of nurses at the Spartanburg General 
Hospital, Spartanburg, South Carolina, since 1936 
has resigned that position to accept the superin- 
tendency of the Children’s Hospital, a unit of 
the University of Georgia Hospitals, Augusta, 
Georgia. 

‘catalina 

Harriet Klein, recently assistant professor of 
medical nursing at Vanderbilt University, Nash- 
ville, Tennessee, has been appointed director of 
nurses at Tacoma General Hospital, Tacoma, 


Washington. 
——@———— 


L. L. Lounsbury has been appointed superin- 
tendent of the Northern Oklahoma Hospital, Enid, 
Oklahoma, to succeed Dr. E. L. Bagby, who re- 
signed a few weeks ago because of failing health. 

e See 

Dorothy Mathews has been appointed superin- 
tendent of the King’s Mountain Memorial Hos- 
pital, Bristol, Virginia, succeeding Carolyn Davis, 
who resigned. Miss Mathews for the past ten 
years has been superintendent of the Emergency 
Hospital, Easton, Maryland. 

enmeliiiaaens 

Col. William H. Moncrief, retired, formerly 

superintendent of the Army and Navy General 
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Hospital, Hot Springs, Arkansas, has been elected 
superintendent of the South Carolina Sanatorium, 
State Park, South Carolina. 

sceidtidaainnibniis 

William H. Moreland, who for the last nine years 
has been business manager and assistant superin- 
tendent of the White Cross Hospital, Columbus, 
Ohio, has been appointed superintendent of the 
West Baltimore General Hospital, Baltimore, 
Maryland. The West Baltimore General recently 
finished alterations which increased its capacity 
to 140 beds. 

eciahiiiibigiite: 

Boyette Randolph, M.D., has been appointed su- 
perintendent of Emergency Hospital, Dallas, 
Texas, to succeed Robert H. Looney, M.D. Dr. 
Looney resigned his position to join the United 
States Army Medical Corps as flight surgeon. 

a ee 

Donald M. Rosenberger has been appointed ad- 
ministrator of the Clearfield Hospital, Clearfield, 
Pennsylvania, to succeed Mary Rothrock, who 


has resigned. 
a 


Chrisman G. Scherf, formerly superintendent 
of the Metropolitan Hospital, New York City, has 
been appointed medical superintendent of the new 
Welfare Hospital on Welfare Island. 

‘siento 

Mrs. Anna Swendsen has been appointed super- 
intendent of the West Union Hospital, West 
Union, Iowa, to succeed Mrs. Marguerite Madsen, 
who resigned several weeks ago. 

sana ieee 

Sister Theresa, formerly of St. Vincent’s Sana- 
torium, Sherman, Texas, has assumed her duties 
as administrator of St. Mary’s Hospital, Evans- 
ville, Indiana, to succeed Sister Dolores, who died 
recently after having served as superintendent of 
St. Mary’s Hopital for many years. 

seniessililiaaseasin 

Richard T. Viguers has been appointed super- 
intendent of the Bound Brook Hospital, Bound 
Brook, New Jersey. Isabel Bennett continues as 
superintendent of nurses. 

seattle 

Mrs. Glenn Williford has been appointed super- 
intendent of the Edge Hospital, Troy, Alabama. 
Mrs. Williford has been associated with the in- 
stitution for the past seven years. 

Sinstioniliainianay 

Frank E. Wing has been appointed director and 
Margaret J. Bruce assistant director of the Boston 
Floating Hospital. Sarah Egan resigned the 
superintendency of this institution after twenty- 
nine years of service. 
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um, It is “nursing home". 
Somehow the word “home, even when 

_— used to indicate what we commonly call 

- “hospital”, carries a friendlier, more com- 

1n- forting suggestion. 

= But it isn't the name—it's the FACT that 

e counts. If, indeed, everything practical is 

re, done to make the hospital homelike, the 

tly public's affection for it and acceptance of 

ity it as their “other home" inevitably follow. 
One of the most effective means to this 
end is to furnish the hospital as you 

sU- would your home,—with colorful, artistic, 

as, wooden, NON-institutional-looking furni- 
ture. That means, of course, HILL-ROM 

Dr. furniture, for that is the kind HILL-ROM 

ed make, and since they make it expressly for 
hospitals, it is designed and constructed 
not only for beauty but also to meet fully 
the hospital's special need for practical 

d- utility, sanitation and durability. 

id, 
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nt Makers of ARTISTIC FURNITURE and EQUIPMENT for HOSPITALS 
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d This is the FIRST complete book devoted 
to the medical staff in the hospital. 
F Foreword by Dr. Wm. D. Cutter, Secretary 
. M. Council on Hospitals and 
Medical Education. 
List of Chapters: 
+ . Governing Body and Medical Staff 
. The Physician in the Hospital — 
Selection and Appointment of Medical Staff 
. Organization of Medical Staff 


By-laws of Medical Staff 

. Meetings of Medical Staff 

The Medical Staff and Medical Records 
. Professional Accounting 

. Resident Medical Staff 
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A clearly written and authoritative book 
which solves the many problems con- 
fronting the hospital and its medical 
staff. Approximately 300 pages, bound 
in cloth, illustrated. Send for your copy 
now. Per copy $2.50, plus postage. 
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Batesville, Arkansas—The new $50,000 hospital 
at Batesville, Arkansas, constructed by Dr. Frank 
A. Gray, has been completed and will be dedicated 
and opened for operation on May 12, National Hos- 
pital Day. 

ptiiciatiialealeeaes 

Hartford, Connecticut—Mount Sinai Hospital, 
Hartford, Connecticut, is developing a building 
program which will permit of the renovation of 
the old building and the construction of a new east 
wing to increase the present bed capacity by more 
than 100 beds. It is estimated that the new con- 
struction will cost $250,000. 

a er ae 

Miami Beach, Florida—Charter was filed on 
March 24, incorporating the Miami Beach General 
Hospital, Miami Beach, Florida, a benevolent and 
charitable institution, to be operated on a non- 
profit basis. A new hospital will be built at Miami 
Beach at a cost of $300,000. 

a Se 

Chicago, Illinois—The alterations and new con- 
struction at St. George Hospital, Chicago, Illinois, 
were completed the first week of April and it is 
ready for occupancy. St. George Hospital was 
formerly the Auburn Park Hospital, and was pur- 
chased by the Sisters of the Religious Hospitalers 
of St. Joseph early in February. Sister Mary 
Kelly has been appointed superintendent. 

i cecileliES ec 

Chicago, Illinois—The Lutheran Memorial Hos- 
pital, Chicago, Illinois, has changed its name to 
the Walther Memorial Hospital. 

asuedibliageaamthie 

Monticello, Illinois—The late John Kirby, a 
prominent citizen of Monticello, Illinois, left a 
trust fund of $100,000 to be used in the erection 
of a hospital. The trustee of the will was author- 
ized by the circuit court to proceed with the inves- 
tigation as to the most desirable plan and method 
of establishing a hospital in Monticello. 

siadliaitaatiani 

Sunnyside, Indiana—Plans have been approved 
for the construction of a new $100,000 unit to the 
Marion County Tuberculosis Hospital at Sunny- 
side, Indiana. The new construction will provide 
accommodations for 50 additional patients. 

insetieaeaaaced 

Washington, Indiana—The new addition to the 
Daviess County Hospital at Washington, Indiana, 
has been formally accepted by the board of super- 
visors, and was opened for the reception of pa- 
tients on March 25. 


Knoxville, lowa—Plans for a new hospital at 
Knoxville, Iowa, have been approved. When com- 
pleted the building will cost in the neighborhood 
of $70,000. 
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Kansas City, Kansas—Menorah Hospital, Kan- 
sas City, Kansas, will receive $25,000, the Chil- 
dren’s Mercy Hospital will receive $10,000, and 
the Tuberculosis Hospital will receive $5,000, 
under the terms of the will of the late Mrs. 
Frances Taylor. 

a ae 

La Grange, Kentucky—Work was started on 
the new Mallory-Taylor Memorial Hospital, La 
Grange, Kentucky, on March 21, 1939. The build- 
ing will be one-story in height, 166 feet long by 
71 feet deep, and when finished will accommodate 
35 patients. 

‘esdubaliieiaipie: 

Ludington, Michigan—Construction of the new 
Mason County Hospital at Ludington, Michigan, 
will begin some time in June. The building will 
be two-story in height and all of the patients’ 
accommodations will be provided on the second 
floor. The structure when complete will have 
cost $130,000, $100,000 of which is now available. 

icebealitliicncnd 

Glenwood, Minnesota—Construction has been 
started on the municipal hospital in Glenwood, 
Minnesota, which will be completed late in the 
summer. 

a 

Nopeming, Minnesota—The architect’s plans 
have been approved for the $260,000 Nopeming 
Sanatorium at Nopeming, Minnesota. Paul S. 
Damberg of Virginia, Minnesota, is the architect. 

ceneliiitadoms 

Tracy, Minnesota—The new $70,000 Tracy hos- 
pital, with accommodation for thirty-five patients, 
now in course of construction at Tracy, Minne- 
sota, will be opened for operation about June first. 

isbcliiatasii 

Cape Girardeau, Missouri—The new $225,000 
addition to St. Francis Hospital, Cape Girardeau, 
Missouri, was dedicated on April 11. The dedica- 
tion ceremonies were in charge of Rev. H. F. 
Schuermann, pastor of St. Mary’s Catholic 
Church. 

cebhillliais. tea 

Berlin, New Hampshire—The new addition to 
St. Louis Hospital, Berlin, New Hampshire, is 
nearing completion and will be opened for opera- 
tion May 15. 

a 

Deming, New Mexico—The Holy Cross Sana- 
torium, Deming, New Mexico, which had been 
closed since last May, was destroyed by fire. The 
loss is estimated at $450,000, covered partially by 
$200,000 insurance. 

a ee 

New York City—Construction has been com- 
pleted on the new Hospital for Chronic Diseases 
at Welfare Island, New York. The building is to 
accommodate 1,600 patients at a cost of eight mil- 
lion dollars. It will be opened July first. 
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THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 
sition are, notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 


Chicago, Illinois 














You Have 


in the pages of this 
magazine a classified section 
which is designed to serve all 


readers. It may be used not 


positions wanted but to ad- 
vertise products for sale. It 
is “a market place”? where all 


only for positions open and 
types of needs may be filled. 
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M. BURNEICE LARSON, Director 


You Can Solve Your Difficulties 
with PERSONNEL 


Smart men and women solve all difficulties. A 
moment’s thought about the great hospitals of 
America adds to a conviction that their greatness, 
their fame, is due to the greater men and women 
they employ. 


Men and women make any hospital great. 


Certainly none other of the world’s endeavors re- 
flects so exactly the ability and the soul and the 
pride of the men and women it employs . . . as do 
HOSPITALS. Men and women will make your 
hospital great, or it will exist in difficulties, never 
famed, never constantly successful, always a 
problem... 


. depending upon the kind of folks who 
people it. 


Don’t delay! It’s time for courage. It’s time to 
fill the gaps with personalities so fine, so under- 
standing, so competent, eager and alive that all you 
do will be done well and famously. 


Such men and women will solve all your difficul- 
ties whether these be functional, technical, finan- 
cial, or the OPINION of your community, on 
which your whole existence rests. 


You need not be troubled; you need not wait for 
different times to come; your task to ask for and 
get for each of your departments the finer men and 
women who, with health and intent and person- 
ality, would make each department obviously, ex- 
citingly successful. 


Our task to send such finer men and women to you. 


THE MEDICAL BUREAU 


55 East Washington Street 
CHICAGO, ILLINOIS 
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